Occupational stress, job satisfaction and role conflict in doctors by Swanson, Vivien
-3ofj
OCCUPATIONAL STRESS, JOB SATISFACTION
AND ROLE CONFLICT IN DOCTORS
Thesis submitted m Ihifilment of the requirements for the degree of
DOCTOR OF PHILOSOPHY
at the Department of Psychology
University of Stirlmg
by
Vivien Swanson
January 1997
ABSTRACT
Based on a transactional model of stressors, mediators/moderators and strains, this large scale
study investigated occupational stress, job satisfaction and role conflict m doctors m Scotland
using a self-report questionnaire methodology The sample of 986 doctors included male and
female general practitioners (GPs) and specialist consultants The relationship between sources
and levels of occupational stress and job satisfaction was mvestigated using scales from the
Occupational Stress Indicator (051) (Cooper et al 1988), considering the role of intervening
variables mcludmg age, gender, marital/parental status, medical speciality, coping and attitudes
The relationship between occupational and domestic stressors and satisfactions was examined
using theoretically denved models of additivity and asymmetric permeability of roles A range of
analytic procedures mcluding multivanate analysis of variance, hierarchical regression, factor
analysis and qualitative content analysis methods were employed
Results mdicated that GPs recorded greater stress and lower job satisfaction than consultants on
the OSI scales Managenal or structural occupational factors, and factors mtnnsic to medical
work were major stressors Patient care was both a main source of stress and job satisfaction
The rather small magnitude of differences in stress and satisfaction between subject groups, and
between subject groups and norms for the 051 scales was offset by clear evidence of stress
related to doctors occupational roles, domestic roles, and gender roles elucidated using more
qualitative methodologies
Subjects' age, gender and medical speciality were shown to affect the relationship between
occupational stress and job satisfaction Younger doctors, male GPs and female consultants
experienced greater stress and less job satisfaction Coping efficacy was negatively related to
occupational stress and positively related to job satisfaction for GPs, and male and female GPs
employed different styles of coping with stressors Comparison of consultant specialities revealed
differences m sources and levels of occupational stress and job satisfaction with Public Health
Consultants recording most stress Both male and female doctors with multiple occupational and
domestic role demands reported higher levels of stress Stress from work to home was found to
be greater than stress from home to work for both male and female doctors Recommendations
and implications of the research for doctors, patients, and the National Health Service are
discussed
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PREFACE
Stress is a common feature of life in the late 20th century, and the growth in use of the
term 'stress' is a reflection of the demands made on the individual in an ever more
complex society Such demands include an awareness of occupationally based pressures
m an economic climate of increasing expectations and uncertainties Although all
occupations have their 'stressors' and satisfactions, medical professionals have been
singled out as being particularly vulnerable to occupational stress and its consequences,
in terms of mental and physical ill health In a climate where individuals have increasing
expectations for their own health and well-bemg, doctors are simultaneously responsible
for their own, and their Thmily's well-bemg, and ultimately for the provision of health
care for others In this sense, the causes and consequences of stress in medical
professionals merit special attention However, the study of stress is beset by many
difficulties of deflmtion and measurement
The present study aims to address some of these issues in a large scale study of
occupational stress and job satisfaction in doctors in Scotland, including approximately
equal numbers of general practitioners and specialist consultants, and approximately
equal numbers of male and female doctors to enable gender differences and speciality
differences to be addressed
The first three chapters review relevant hterature and provide a background to the study,
moving from a general discussion of stress, to a consideration of stress in an
occupational context, and finally examinmg specific sources of stress in medical
professionals Chapter 1 examines the development of the concept of stress over time
In order to clanf' what is meant by stress, both stimulus-response and mteractiomst
models are introduced and discussed in terms of potential components of the
antecedents, intervemng characteristics and consequences of stress for the individual.
Chapter 2 introduces the concept of occipational stress, considering the Impact of work
demands in different types of occupation and exammmg potential consequences of stress
for the work organisation Factors which coiitribute to both occupational stress and job
vu
satisfaction are discussed, together with potential characteristics of the individual which
might mfluence the relationship between such factors for males and females Theoretical
models of the relationship between the demands of work and home life are also explored,
with particular emphasis on the contribution of gender differences in occupational and
domestic roles Chapter 3 concentrates on the specific sources and consequences of
stress and job satisfaction m medical professionals, considering characteristics of medical
work, and individual characteristics winch might make doctors particularly vulnerable to
occupational stress, and reviewing previous studies this area
Chapter 4 discusses previous methodological problems in stress research, problems
associated with the proposed study methodology, and development of a theoretical basis
for the present study Chapter 5 describes the methodology of the present study in
detail, including a swnmary of the measures, sampling, and statistical analysis, study
pilot, and specific research questions to be answered
Chapters 6 to 10 present the results of the present study Chapter 6 gives a broad
descriptive analysis of sources and levels of stress and satisfaction for all of the doctors
in the study Normative comparisons with other occupations are also included, and
comparisons between GPs and consultants, and gender differences in 'stressors' and
'strains' are investigated Chapter 7 focuses more directly on the relationship between
occupational stress and job satisfaction for GPs, concentrating on the role of coping as
an intervening variable in the relationship between occupational stress and job
satisfaction Chapter 8 investigates occupational stress and job satisfaction for
consultant doctors, and includes analysis of different types of consultant speciality,
including a consideration of the relevance of the gender composition of different types of
speciality Chapter 9 compares male and female doctors in terms of their perceptions as
to how men and women differ in their medical roles The final results chapter, Chapter
10 examines the relationship between occupational and domestic stress and satisfaction,
mcorporatmg theoretical models of role asymmetry and role additivity to investigate
stress in the home/work mterfàce, for doctors at different life stages In conclusion,
Chapter 11 sunimanses the study findings, thscssrag the potential for future research
and imphcations for medical professionals and the Natioirtl Health Service
Chapter 1
CHAPTER 1:
Stress and Coping
Chapter 1	 2
1.1	 Introduction
"Stress is like many human experiences, easily recognised but described or defined with
great difficulty" (King 1993)
The current popular notion of 'stress' as an mdividual state relates psychological and physical
ill health to the increasingly accelerating pace and demands of everyday life m the twentieth
centuly The development of the concept of stress within the mdividual is therefore seen to
be linked to changes within the social structure
1.2 The Development of the Concept of Stress
121 Stressas aSocialConstruct
Although the concept of the individual existing within a social and cultural milieu dates back
to the begmnmgs of primitive society, recognition of a social structural explanation for
mental or physical disease is relatively recent, and can be traced to the begmnmgs of
mdustria]isation in the 18th and 19th centunes The use and meaning of the term 'stress' has
changed substantially over this period of time, reflecting changes in cultural and social
structures. Hinkle (1975) describes the term 'stress' used in the 17th century to refer to
mchvidual "hardthzp, straits, diversity or affliction" However, during the 18th and 19th
centuries usage changed to reflect the physical scientific notion of'brce, pressure or strong
effort", and was adopted in engineering and physics in the late 19th and early 20th centuries
to denote "pressure or strain"
In its modem usage, the term 'stress' has been used to reflect difficulties in the relationship
between the individual and social structural aspects of society Abbott (1990), with
reference to the USA, notes that the concept of stress, or "the idea that life places difficult
demands' on individuals who then succumb under the strain to psychological or biological
disease originated in the Romantic critique of modernity" In Bntam, 19th century
philanthropists ascribed the moral breakdown of the individual, social, and family life to the
development of mdustrialisation and urbamstion. These theones were Thither developed in
the writIngs of Marx, Weber and Duikheim wiiose concepts of 'alienation', and 'anomie'
related changes in social structure to the mental well-being of the individual Occupational
or 'traumatic' neuroses were recognised as producing 'nervous disease' winch was
Chapter 1
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attiibuted directly to the pressures of modem life After the Second World War, when the
tenn 'stress' mcreasmgly became part of common usage, 'functionalist' social theones
reflected concern with 'worker health' as a result of working conditions, seeing improved
mental and physical health as a means to improved work performance and mdustnal output
More recently, 'stress' has been viewed as an indication of fragmentation m social
relationships and a reaction to aspects of social change such as unemployment or job
msecunty, to the extent that "stress has increasingly become to be regarded as an
integral part of everyday experience" (Pollock 1988) In popular usage the term 'stress'
has increasingly become synonymous with illness Perhaps because the term 'stress' has
been widely adopted in common parlance, and despite a burgeoning body of stress research
there is still ambiguity in the definition of 'stress', leading some researchers to call for the
abandonment of the term altogether, as an imprecise 'umbrella' term for a wide range of
individual and social experience (Mason 1975b)
122 Stress as a Psychological Constmct
1221 Stimulus and Response Theories
The term 'stress' is seen as desciibmg a disturbance in the individual's state of internal
balance or equilibrium. The concept of 'homeostatis' or balance dates back to the ancient
Greeks Hippocrates considered health to be a state of harmomous balance, and disease as a
state of disharmony Epicurus suggested that copmg with emotional problems improved
individual 'quality of life' (Johnson et al. 1992) However, Pollock (1988) notes that
although the term 'stress' was loosely associated with Ill health during the 19th and early
20th centuries it was not commonly used in the psychological or psychiatric literature until
after the Second World War The term was adopted from the englneenng context by
Cannon (1935) who camed out research mto physiological responses to emotional arousal,
via the endocrine and sympathetic nervous systems Cannon desciibed the 'fight or flight'
mcckinism as being biologically adaptive by maintaining homeostati and also developed the
c'pt of 'critical levels of stress' where repeated or high levels of arousal led to 'strain or
brelcing point' and subsequeri Illness Continuing Cannon's work, Wolf and Wolff (1947)
cnclnded that some individuils have an mhented disposition to develop distinct
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physiological symptoms such as raised blood pressure, or gastric ulcers, as a response to
stressfiul events
Perhaps the most famous early work on stress was earned out by Hans Selye from the 1940's
onwards, when he apphed the physical concept of stress or strain to refer to a physiological
response to external demands (Selye 1946, 1956) Selye used the term "General Adaptation
Syndrome" to refer to a non-specific physiological response to demands such as fatigue, paIn,
fear, emotional arousal or even unexpected success Selye described this physiological
response as characterised by enlargement of the adrenal corte; shrmkmg of the thymus and
lymph glands, and ulceration of the stomach and duodenum. Selye described three stages of
'alarm', 'resistance' and 'exhaustion' During the 'alarm' phase, the body mobilises,
producing neurological and hormonal changes in an attempt to cope with iniminent threat
Blood is routed to the muscles and the brain, enabling the body to provide 'resistance' to the
stressor If the stage of 'resistance' or arousal is prolonged, where stressors are severe or
repeated, this can lead to a maladaptwe state of alert or 'exhaustion' which may lead to
disease or death.
Selye's 'General Adaptation Syndrome' has been a vely influential model in the scientific and
behavioural sciences hnlcmg stress with illness, providing a basis for future 'life events'
research aimed at identiIjmg and quantif'mg external demands or stressors However,
Selye's work has been criticised on several counts The concept of the non-specificity of the
physiological response was criticised by Lacey (1959) and later by Mason (1975a, 1975b)
who argued that an individual's response to stressors is not uniform, and that particular
stressors produce distinct endocrme responses Mason further argued that the non-specific
response identified by Selye may have been ehcited by general emotional arousal, which is
common to a wide range of stimuli. In this sense, the stress response depended on the
severity, chromcuty and intensity of the external stressor and the individual's own cognitive
perception and mteipretation of the degree of threat, winch in turn depended on individual
personality, social and cultural factors, not accounted for in Selye's work Selye subsequently
defended his position by maintaining that the specificity of the stress reaction was related to
the degree of stress expenenced, and that 'mild. stress' and 'intense stress' led to different
Chapter 1
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degrees of specificity of response He also said that the perception of a stressor as positive
or negative depended on the individual's perception or appraisal of the threat Even within
Selye's work, the term 'stress' is vanously used to describe both the external stimulus (te
physiological siimili such as heat, cold, low blood sugar) and the body's response to shmi'li
This conThsion has been evident in much of the stress literature, with the term 'stress' being
used as a global or imprecise term or with different meanings m different academic
disciplines.
1222	 Interactionist and Transactiomst Theories
The concept of interactionism with its emphasis on person and situational vanables and
processes has a long history in the study of personality (Endler and Edwards 1982)
However, a main criticism of the early work on stress was the lack of consideration of
individual cognitive interpretation or perception of the nature or severity of a threat
Following on from the early work of Cannon and Selye, cogmtively based 'transactionist' or
'mteractionist' theones of stress were developed, emphasising mdividual perception or
appraisal of stressors
Lazarus and colleagues (Lazarus 1966, Folkman and Lazarus 1980, Lazarus and Folkman
1984, Folkmsm et aL 1986) emphasised the conceptual importance of cognitive appraisal of
stressors, defining stress as "a particular relationship between the person and the
environment that is appraised by the person as taxing his or her resources and endangering
his or her well-being" (Folkman et al 1986) Other researchers (McGrath 1970, Cox and
Mackay 1981) employed a broad definition of stress as an interaction between individual
perceptions and a range of environmental demands, emphasising the importance of pnmaiy
and secondary appraisaL During 'primary appraisal' the perceived seventy or degree of threat
of an event is established.. In 'secondary appraisal' the individual's resources or ability to cope
are determined. The balance between pnmaiy and secondary appraisal detemnnes the
'subjective' expenence of stress However, it is also important to recognise that some events
have 'objective' physical effects that are mdependent of appraisal. Noise stress is an example,
although people have different levels of tolerance to noise, excessive levels of noise can cause
hearing loss or damage
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The transactionist approach to the study of stress can be said to combine the psychosocial,
environmental and psychological cognitive approaches Where demands are appraised as
exceeding resources, and constraints exist on coping, negative feelings may arise leading to
changed perception or cognition of the situation, affecting behavioural and physiological
functions This approach is also dynamic, whereby feedback alters future appraisal and coping
ability The interactive model therefore takes account of the potential meaning of an event as
being either positive or negative, and recogmses not all events are stressful to all people
Based on a 'stimulus -+ intervening variable -^ response' causal model, the present study
adopts a transactional approach to the discussion of 'stress', distingnithmg between the role
of 'stressors', 'moderatorsl mediators' and 'outcomes or strams'
1.3	 'Stressors'
'Stressors' may be 'subjective' or 'objective' environmental characteristics thich are a
source of individual demand or pressure Events are not 'stressors' unless they are perceived
as such by the individuaL However events winch are negative rather than positive,
unpredictable or uncontrollable, ambiguous rather than clear, and over-demanding rather than
non-demanding, are generally more likely to be perceived as stressfiul, although stressors may
include boredom and lack of stimiilntion. Stressors can also be described by their seventy
and duration, and can be acute (e g awaiting surgeiy, sitting an exam) or chromc (e g
unemployment, marital conflicts) Stressors may be major life events such as losing a job, or
moving house, or more 'trivial' and chronic 'daily hassles', such as being under time pressure,
or working in a noisy environment
13 1 Measurement of Stressors - Life Events
Based on the work of Cannon and Selye, and the premise that life events involve change or
disruption to life, and are therefore a source of pressure or strain, Holmes and Ralie (1967a)
dcveloped the Schedule of Recent Expenence This measure scaled 43 life events, by
seventy, (including 'death of a spouse' as most severe and 'minor law transgressions' as least
severe), and frequency, according to how many times each has occurred in a specified time
period. Holmes and Rahe subsequently constructed the Social Readjustment Rating Scale
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(196Th) to quantif.r the required degree of adjustment to specific events, being regarded as
an mdicator of vuhierablhty to physical or mental Illness These self-report scales have been
widely apphed, m attempts to describe the link between life events and subsequent Illness, but
have been criticised for relying on retrospective reporting, and being open to maccurate
recall, or 'telescopmg' of distressing events Some 'objective' items on the scales have been
identified as culturally or individually ambiguous For example, 'pregnancy' or 'child leaving
home' may be viewed either as a positive or negative event (Dobrenwend and Dobrenwend
1978) Impact of a life event can also be mfluenced by both subjective factors such as
personality type, perceived control and anticipation, and objective factors such as social
support and the cultural milieu, winch affect the perception of the event as a threat or
challenge
Paykel (1983) also noted methodological difficulties in the measurement of stressors, and
determination of causality Accurate quantification of 'stressors' may be confounded by pnor
Illness, and life events may also contribute to the onset ofpsycluatric illness Paykel suggested
that life events interact with individual and environmental factors to produce different levels
of stress Although scales of measurement of stressors are generally weighted by consensus
responses, they often fail to take account of the subjectivity of personal judgements, and the
fact that certain events winch occur commonly they do not necessarily lead to Illness
The concept of additivity of events leading to more severe experience of stress has also been
questioned, suggesting that it is not the number of events, but the seventy and salience of
events to the individual that is Important (Brown and Hams 1982) Life event rating scales
are often unable to reliably establish Illness causality, since pre-exlstmg Illness may mfluence
individuals' perception of the stressfiilness of events Brown and Harris (1978) used an
alternative, detaled, interview-based methodology to obtain a list of38 types of events This
qualitative methodology, using an mterviewer-based rather than respondent-based definition
of events enabled them to exclude events winch were clearly brought on by Illness.
Depue and Monroe (1986) also criticise 'life events' research, suggestmg that environmental
'events' account r only a small proportion of variance in Illness (generally around 3%),
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noting that a chrome pattern of Illness exists in the general population at levels of 25% or
higher and argue that this pre-exlstmg illness accounts for the majority of the variance in both
physical and psychological disturbance Both Brown and Harris and Depue and Monroe
suggest that chrome disorders can also generate stressfiil events of both major and minor
magmtude, making the causal independence of Illness and events impossible to determine
132 Measurement of Stressors - Daily Hassles
'Life events' scales also Thil to take account of stressors vthich may seem to be trivial, but are
ongoing and may occur on a regular basis as 'daily hassles'. Kanner et aL (1981) in a study
of 100 middle aged adults, compared two modes of stress measurement, 'events' and
'hassles' Whereas both hassles and life events generated symptoms of stress, hassles were
stronger predictors of psychological symptoms than life events Kanner et aL (1981) also
noted that positive eveiyday experiences or 'uplifts' were correlated with psychological
symptoms for females, but not for male subjects
De Longis et al. (1982) examined the relationship of hassles, uplifts and life events to somatic
health status, in a study of 100 highly educated, high earning mdividuals They found that
hassles were more closely related to somatic health outcomes than major life events for tills
highly selected group, although the relationship of 'uplifts' to somatic health was weak This
approach however does not take account of the individual's interpretation of what constitute
hassles, uplifts, or life events, in the context of their daily lives The sigmflcance of a hassle or
life event derives from the meaning it has within the context of daily life, as well as from that
actually happened. The relationship between hassles, life events and health may also be
cyclical and responsive to changes n health status over time ich may influence the
appraisal of the event
1.4	 Mediators and Moderators of Stress : kdividual Differences
"Stable attributes of the individual are equal to or more powerful than socio-environmental
factors in predicting human disorder" Depue and Monroe (1986)
The mteractionist approach to the study cf stress emphasises the Importance of intervening
variables or characteristics of the individual and environment, and their relationship to
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expenenced stressors and strams The terms 'mediator' and 'moderator' and other terms such
as 'buffer' are sometimes used interchangeably, to mdicate the presence of an mtervenmg
variable, although they differ conceptually and statistically (Baron and Kenny 1986) A
moderator can be a qualitative (e g sex, social class) or quantitative vanable (e g level
of intelligence) "whose presence or level alters the direction or strength of the
relationship between two other variables" (Cox and Ferguson 1991) In the stress
context, examples ofmoderatmg variables are those which might affect perception or
appraisal of stressors and their effect on outcomes, such as copmg behaviour, social
support, or locus of control Moderatmg variables are generally considered in their role
asjomt predictors of variance in outcome and are statistically represented by interaction
effects in analysis of variance or regression analysis A path diagram illustrating the
moderator model is illustrated in Figure 1 1(i) below
A mediator variable is one winch is "responsible for transmission of an effect but does
not alter the nature of that effect" (Cox and Ferguson 1991), and is illustrated in Figure
1 l(n)below
Figure 1 1 Models ofModeration and Mediation Effects
(i) Moderation Effect
Predictor
Moderator	 \> Outcome
/ Variable
Predictor
x
Moderator
(Interaction)
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n)	 Mediation Effect
Mediator
/\
Independent	 Outcome
Variable	 Variable
Adapted from Baron and Kenny (1986)
The central concept of mediation is that the effects of stunuh on behaviour are altered by
processes internal to the individual. In this sense, mediator vanables are often individual
characteristics or personality vanables such as 'hardiness', self esteem or neuroticism,
and are used to answer the question 'how' things happen whereas moderators address
the question 'when' they happen However, it should be noted that the same
characteristics can be both mediators and moderators of effects depending on the
relationship under investigation
141 Personality
Eysenck (1970) defined personality as "more or less stable or endunng organisation of a
person's character, temperament, intellect and physique that determines his/her unique
adjustment to the envzronment" Many aspects of personality have been considered as
intervening variables and associated with susceptibility to increased stress and stress-related
illness, some of4nch are considered below
1411	 TypeABPersonality
Friedinnn and Rosennian (1973) earned out a prospective study of over 3,40() males in
the USA and at follow-up found that 'Type A', in comparison with 'Type B' individuals,
had a greater incidence of CIID and other coronary risk factors such as raised
cholesterol. The concept of Type A or 'stress prone' personality has been subsequently
used in many studies to describe behaviour predictive of coronary heart disease and
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stress related illness (Haynes and Femleib 1980, Cooper and Marshall 1976,
Frankenhaeuser et al. 1989) Type A behaviour is charactensed by competitiveness,
aggressiveness, impatience, restlessness, need for achievement, responsibility and
feelings ofbemg under pressure of time, whereas Type B individuals do not show the same
degree of competitiveness and aggressive hostility Conversely it may be argued that Type A
personalities are liable to expenence less stress and greater satisfaction because of their
greater investment in whatever they do, and that the exercise of greater mastery and control
over their environment may offset the effects of stress
However, evidence linking Type A behaviour with CHD is not conclusive Powell
(1987) suggested that such evidence is weak, with only half of studies reviewed
establishmg a statistically significant relationship between Type A behaviour and either
CIII) or myocardial mfarction. There has been disagreement over measurement of Type
A behaviour within this broad-based construct, with some authors arguing that there is
also a substantial overlap between characteristics of Type A and other aspects of
personality or behaviour, such as neuroticism, extroversion and anxiety (Powell 1987,
Eysenck 1988) or anger and hostility (Dembroski et al. 1985) It has also been suggested
that Type A behaviour patterns may be a result as well as a cause of mcreased
reactivity to stressors (Byrne and Rosenmrn 1986, Frankeiihaeuser et al. 1989)
Eysenck and colleagues also developed a typology of personality 4nch they argue is more
accurate than Type AB in predicting illness Ths is Type 1 (understimulation), Type 2
(overarousal), Type 3 (ambivalent), and Type 4 (personal autonomy) (Eysenck 1988,
Grossarth-Maticek et at 1988) Types 1 and 2 are associated respectively with 'cancer-
prone' and 'CUD prone' behaviour
1 4 1 2
	 Positive and Negative Affectivity and Extroversion/Neuroticism
Positive affect reflects the extent to which an mdividual feels enthusiastic, active or alert
High positive affectivity is characterised by energy and pleasure, whereas low positive
affectivity is characterised by apathy and sadness Conversely, high negative affectivity is
charactensed by aversive mood states, including anger, guilt, fear and nervousness
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whereas low negative affectivity reflects calmness and seremty (Watson and Tellegen
1985) These states roughly correspond to the personality factors of extroversionl
neuroticism, and also overlap features of depression and anxiety It has been suggested
that consideration of dispositional affect is crucial m stress research Watson (1988)
states this succinctly "high negative affectivity individuals may view their lives as a
series of stressors or hassles whatever happens to them" (page 1028)
However, McLennan et al. (1994) in a study of both neuroticism and extroversion, and
positive and negative affectivity in a longitudinal study of 106 students, conclude that
neuroticism is a more accurate predictor of psychological distress than negative
affectivity Smce trait neuroticism and anxiety seem to be related to many other potential
vanables such as Type A behaviour, locus of control and negative affectivity, it has
similarly been suggested that neuroticism and anxiety should be routinely considered as
background variables in stress research, since they affect the expenence and perception
of stress outcomes
14 1 3	 Control and Helplessness
The presence or absence of perceived control over the enwonment has been shown to affect
health and well-bemg Events perceived as unpredictable or uncontrollable are potentially
more stressfiul than those perceived as manageable and may mcur a greater long-term
cognitive cost both in terms of the individual's ability to cope with fature stressors and fliture
cognitive peiformance (Glass and Smger 1972, Miller 1979, Cohen 1980) 'Learned
helplessness' following long-term loss of perceived control has also been associated with
emotional and motivational deficits, depression and lowered mimunity to disease (Seligman
1975) 'Internal' onentation and overall level of control are also perceived as positive
copmg resources (Pearhn and Schooler 1978)
Locus of Control
The concept of locus of control, initially developed by Rotter (1966) assesses the extent
to which an individual feels that life is controlled by his or her own behaviour
('internality') or by others ('externality') Locus of control has also been related to
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mental ill-health, with 'externals' showing more anxiety and depression Internality is
therefore seen as a positive resource in coping with stressors, whereas externality is
associated with helplessiiess and poorer copmg Flemmg et al. (1984) suggest that
onentation of personal control explains vanations in copmg styles and focus 'Internals' are
less likely to perceive a stressor as barmfiul since they feel they can control the outcome
themselves, whereas 'externals' perceive greater threat in stressors and experience greater
stress
The value of locus of control as a separate construct has been questioned since it has
been shown to correlate highly with anxiety and depression, and overlap personality
variables such as neuroticism (Payne 1988) Payne argues that locus of control is
situation specific This is supported by results from a study of 56 female spouses of
dialysis patients, carried out by Schoeneman et a]. (1983), relating external locus of control to
poorer adjustment to spouse's Illness, in terms of increased state and trait anxiety and
depression. However, when related specifically to coping with health problems such as
chronic illness, where potential for personal control is less, Schoeneman et a]. found that
internal locus of control was not related to better adjustment, and may be dysfunctional for
coping with chronic illness, as the individual assumes responsibility for a situation outwith Ins
or her own control
1414	 Hardiness
The personality construct 'hardiness', characterised by a sense of meaning or
commitment, a challenging view towards change, and a sense of control over events
(Kobasa 1985), has been investigated as a moderator of the impact of stressors on
health outcomes In a study of business executives, Kobasa suggested that hardy
individuals can expenence larger amounts of stress without becoming Ill than those who are
'powerless, nihilistic and low in motivation for change' Hardy individuals who see change as
a challenge may be predisposed towards being more flexible, dealing more efficiently with
novel situations, and are likely to receive greater social support, improving their 'resistance'
to stress The concept of a hardy personality as a resource for coping with stress is
intuitively appealing. However, Funk and Houston (1987) criticise the construction of
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the hardiness scales as overlappmg the concepts of alienation and maladjustment, and
suggest the moderating effect of hardiness on stressful life events is not significantly
large to warrant it's use as a separate construct The concept of hardiness has also been
cnticised for being based on self-report of stress status, since some individuals may under- or
over-report stressors, and for 1llmg to take account of pre-exlstmg illness winch also affects
perception of stressors.
142 Socio-Economic Factors
Patterns of both physical and psychological morbidity show increased incidence of many
types of stress-related Illness in lower socio-economic groups (Fletcher and Payne 1980)
Many factors are involved in the assessment of risk factors for disease between socio-
economic groupmgs Income levels, housing quality, education level and access to medical
seivices are among the many factors winch should be taken into account, together with
domestic and workplace characteristics There may also be differences in the reporting of
stress, with higher socio-economic groups perceiving an aclnnssion of stress as being
acceptable, and bemg increasingly likely to report stress (Cherry 1978)
Increased frequency and chromcity of severe life events, vulnerability to stressors, reduced
social support and less successful copmg have all been related to lower socio-economic status
(Pearlin and Schooler 1978, Kessler 1979, Murphy and Brown 1980, Stone and Neale
1984) Depue and Monroe (1986) also noted that individuals with increased psychological
and physical morbidity were more likely to be 'occupationally impaired' - having lower paid
jobs, lower income and coming from lower socio-economic groups, quotmg Liii et al's
(1981) statement that "25% of variance in negative affect scores was accounted for by
family income"
143 SocialSupport
The degree and quality of social support an individual receives has been studied both m
terms of the direct effect on health 2nd the indirect effect as a moderator or mediator of
stress outcomes (Laltocco et a]. 1980, Revioki and May 1985, Marcellisen et aL 1988)
No firm conclusions regarding the role of social support as a moderator of stress can be
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drawn from the many studies which have been earned out to date Although social
support seems to have a direct effect on the psychological and somatic symptoms of
stress, there is an apparent contradiction in the fact that females report greater
psychiatric morbidity and somatic illness than males, although they have been shown to
have greater social support (Billings and Moos 1981, Stone and Neale 1984) One
explanation may be a lack of specificity in measurement and defimtion of what
constitutes support in many studies, and the inability of studies to distinguish between
the context (e g in the family or occupational domain), the type of support given (e g
emotional support, problem solving support), and the relationship with the provider of
support (e g work peers, supervisors, family members)
In a review of social support research, Vaux (1985) notes that both levels and influence
of social support vaiy between socio-economic groupings, ethmc groups, and also by
age and gender Vaux emphasises the complexity of the relationship between social
support, stress and illness and considers support in terms of individual resources (e g
relationships, involvement with others), behaviours (e g specific acts, such as Iistemng
to others, exchange of ideas), subjective appraisals (e g the individual's perception of
the amount and quality of support), and in terms of the types of support offered (e g
practical, informational, emotional)
The context of support is also important A study by Holahan and Moos (1982)
suggested that support in a family context may be perceived as more valuable by
females, whereas social support at work is more valued by males
144 Gender Differences
Many researchers in the field of stress have studied differences between males and females in
terms of susceptibility to physical and mental illness Although females live longer than males,
and are less prone to some types of serious physical Illness, such as cardiovascular disease,
females have a higher incidence of minor physical illness and psychological illness,
particularly anxiety and depression (Tick and Mitz 1985)
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Female physiological characteristics related to reproduction and hormonal cycles may be a
protective fictor in CHI) and also contribute towards differences in rates of minor physical
and mental illness (Wheatley 1991). Females also exhibit greater utilisation of health services
(Nathanson 1975; Jick and Mltz 1985; Walters 1993), and increased reporting of Illness,
distress or stressors, since it is oflen more socially acceptable for females than males to show
outward signs of weakness. A further premise is that females and males may manifest
reactions to stressors differently, with females being more likely to exhibit psychological
distress and males being more likely to exhibit physiological distress such as CHD (Tick and
Mltz 1985). Alternatively, differences between males and females in terms of illness may be
explained by the differences in sources and levels of stress they experience in eveiyday life.
Although the family setting may be regarded as a refuge or sanctualy from the outside world
many authors have discussed the concept of the family as a source of conflict and stress.
(Laing and Esterson 1964; Oakley 1974, Brown and Harris 1978; Pearlin and Turner 1987).
Pearlin and Turner (1987) identifr a lack of reciprocity, affective exchange, self.
authentication and frustration of role expectations as sources of marital strain. Because
females tend to carry ultimate responsibility for family life, they may also be more vulnerable
than males to stressors affecting other family members (Kessler 1979; Zuckerman 1989). Tn
an interview-based general population study of 197 females aged 18-54, Kandel et al (1985)
identified family roles (marriage, parenting) as being less stressful than both housework and
occupational roles. Several authors argue that females' increased vulnerability to minor
physical and mental illness may be due to their occupation of multiple roles, with coiinitient
and responsibility for domestic, social and occupational roles additively creating stress (Belle
1982; Baruch et aL 1987; Pearlin and Turner 1987), although others have found multiple
roles to be related to reduced levels of stress, and greater mental well-being (Haw 1982;
Thoits 1983; Kandel et a]. 1985; Kopp and Ruzicka 1993).
Although gender-related physiological differences play a part in the relationship between
stress and illness, major differences between males and females in the experience of stressors
and strains have been shown to be related less to gender itself; than to sex role stereotypes,
and social roles that individuals occupy (Powell 1982; Deaux 1984; Vingerhoets and Van
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Heck 1990) The masculine sex-role has been described as 'mstrumental' emphasising
independence and rationality, and the female role as 'expressive' showing warmth,
compassion and supportiveness (Broverman et aL 1972, Spence et al 1975) However Bern
(1974) argued that masculinity and femininity represented complementary not opposite
domams, and that 'androgyny' (having both masculine and femmme characteristics) indicated
greater flexibility in behaviour, and better psychological health. In terms of copmg and social
support, females have been shown to use more 'expressive' and less 'instrumental' forms of
copmg, and to value closeness and intimacy, whereas males emphasise sociability in
relationships
145 Copmg
Individual coping behaviour may moderate or mediate the relationship between stressors and
stress outcomes or strains Some definitions of coping emphasise only conscious efforts to
deal with stressors (Haan 1977, Stone and Neale 1984), although these definitions do not
account for the possibility of denial of reality or automatic coping behaviour In their review
and rneta-analysis of 25 studies of copmg, Matheny et aL (1986) define coping as "any effort,
healthy or unhealthy, conscious or unconscious, to prevent, eliminate or weaken stressors,
or to tolerate their effects in the least huqful maimer" Tins definition takes a wide view of
coping, and emphasises the fact that coping can have both positive and negative
connotations However, there is general agreement that the tern 'coping' refers to active
attempts to manage conditions of harm or threat, and to maintain personal equilibnum or
well-being 'Coping' is defined succinctly by Cox (1987) as "adjustment to a situation or
adjustment of a situation ' (i.e emotion regulating, or problem solving)
145 1
	 Models of Coping
Coping is a dynamic or cyclical process, in that copmg behaviour itself influences cognitive
appraisal of a stressor, 'c4iich in turn influences future coping A useful distinction can be
made between copmg resources, the way people are, and coping strategies, or ways of
coping, the things people do Cox (1987) discusses coping as problem solving behaviour,
seen as a senes of stages Recogmsmg the existence of a problem, diagnosing or analysing its
characteristics, listing possible solutions, evaluating the possible success of solutions,
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implementing solutions, momtoring success or failure, and feedback and learning The
problem-solving approach to coping is appealing since it highlights potential stages for
intervention and improvement of coping However, the problem solving approach may be
criticised for assuming that choice of copmg strategies or behaviour is based on conscious
and rational appraisal of stressors
1452	 Copmg Resources
Copmg resources may be external or internal to the individual. External resources may
include tangible resources such as money, time, or social support Internal resources include
personality type, degree of masteiy or control and styles or ways of coping Resources also
include cognitive skills and social or life skills such as assertiveness, and parenting skills
Factors such as socio-econoniic grouping, gender, and level of income also have an important
effect on ability to cope successfully with stressors (Pearhn and Schooler 1978, Folkman and
Lazarus 1980, Stone and Neale 1984, Vaux 1985)
Pearlm and Schooler (1978) evaluated copmg resources (what people we) such as masteiy,
and self.esteem, and coping responses (what people do) in relation to psychological well-
bemg Everyday stressors in the domains of occupation, household economics and marriage
and parenting were studied. They noted that coping resources were more effective in
situations where the mdividual lacked personal control, such as work, and were least effective
in personal areas such as home life They also described gender differences in overall coping
efficacy, with males possessing and using more effective coping mecliamsms, and suggested
that females are socualised mto less effective ways of coping, consequently suffering more
stress-related illness Pearlm and Schooler found few differences in coping efficacy due to
age, but noted that social factors such as education level and income enable people to
maintain more effective coping, by improvmg both self .esteem and control over potential
stressors
Personal, social and situational characteistics may predispose the individual to adopt
particular ways of coping, and to particular copmg outcomes, in terms of the effects on
psychological and somatic illness In a community-based sample of 100 individuals, Follcman
Chapter 1	 19
and Lazarus (1980) analysed coping behaviour in relation to situational variables, such as
health, work and firniily, and coping variables, using the 68 item 'Ways of Coping Checklist'
They found that individuals displayed more variability than consistency in copmg in different
sItuations, but where there was consistency this was attributed to personality traits Unlike
Pearim and Schooler, Folkman and Lazarus described work-related problems as susceptible
to personal control, and amenable to change through contact with other people People were
able to utilise masteiy and control in a work situation (problem-focused copmg), whereas
fimiily and health situations offered less opportunity for control, and emotion-focused coping
tended to be used more frequently Differences between the sexes m effectiveness of coping
at work were related to the extent of control over the event rather than bemg directly
attributed to gender Similarly, as people become older, stressors tended to become more
health-onented and less work onented, entallmg a shift from problem- to emotion-focused
coping, suggesting coping efficacy is therefore not directly attributable to age, but to shifts in
the situational direction of the stressors
14 5 3	 Coping Strategies
Both problem solvmg and emotion regulation (problem and emotion focused coping) may be
used simliltaneously, in different combinations for different types of problem and in different
contexts There have been many attempts to develop a comprehensive list of coping
strategies Although there are many different approaches, the distinction between problem
and emotion focused copmg has been frequently utilised m scales of measurement of copmg
(Pearhn and Schooler 1978, Folkman and Lazarus 1980, Billings and Moos 1981 , Stone and
Neale 1984) Matheny et al (1986) listed coping behaviours used to combat stressors, from
a review of over thirty studies camed out in the 1970s and 1980s From their taxonomy and
meta-analysis they provided a wider classification of coping behaviours, listing resources as
'social support, behefs/values, control, weilness and self-esteem', and strategies as
'preventative' (avoidance, altermg behaviour, developing resoirces) or 'combative'
(attacking, problem solving, lowering arcusal) Overall, 'combative', (problem solving)
efforts were seen to be more effective than 'preventative' (emotion focused) efforts Folktmm
et al (1986) also concluded that 'problem focused coping' was generally more effective than
'emotion-focused coping' in dealing with stressors However, they found that 98% of
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problems involved the use of both forms of coping in work, health, faniily and other
situations
1454	 Gender Differences in Copmg
Gender differences in terms of coping resources may he partly in the different social and
economic status of males and females Gender differences in rates of physical and mental
illness may also be explained by differences in copmg Females have been consistently shoi
to use more emotion-focused coping than males (Blllmgs and Moos 1981, Gilbert and
Holahan 1982, Pearlin and Schooler 1978), and to utilise more social support than males
(Billings and Moos 1984, Stone and Neale 1984, Vaux 1985) Such studies imply that
females generally use less effective, emotion-focused, preventative or avoidance styles of
coping However, whereas some studies have reported that females use less problem-
focused coping (Folkmsrn and Lazarus 1980, Stone and Neale 1984) others have found no
differences between males and females in utilisation of this type of copmg (Holahan and
Moos 1982)
It seems hardly suipiismg that females have been found to employ more emotion focused
coping, given that their domestic roles and gender roles are likely to have a greater nurturing
and emotional component than those of males Some studies have related gender differences
in coping to the type of coping event, differentiating between coping in flimily and
occupational contexts (Folkmim and Lazarus 1980, Billings and Moos 1984) and between
different sex-role stereotypes (Powell 1982, Blanchard-Fields et aL 1991) However, in an
experimental study of coping among 59 female and 55 male undergraduates presented with a
realistic, gender neutral coping task, Ptacek Ct al (1994) found enduring gender differences in
coping, while controlling for appraisal of the stressfiulness of the event, other concurrent life
stress, and the individual's sex role identity Ths well-controlled research confirmed that
females used more social support and emotion focused copmg, whereas males used relatively
more problem-focused coping, suggesting that males and females are socialised to cope with
similar tasks in different ways
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1 45 5	 Measurement of Copmg
Measurement of copmg strategies is notonously difficult and several methodological
problems arise Some approaches aim to identii' standardised copmg responses to particular
types of demand or problem, whereas others rely on subjective definition of a problem and
aim to generalise from this, identii'ing consistencies or styles of coping across a range of
problems (Billings and Moos 1981, Folkman and Lazanis 1980, Stone and Neale 1984,
Miller et al 1985) Studies often fail to pay attention to the 'time factor' m measurement of
coping strategies, ie whether the events are 'one-off' or repeated, short or long-term. The
duration of the event selected may mfluence reporting of the coping strategy used in'
response Individuals may report use of coping styles, e g emotion-focused or personality-
focused coping in response to persistent long-tern stressors, whereas problem-solving coping
may be used more frequently when stressors are one-og or short-term. Perception of the
meaning of a stressor is also likely to shift over time, depending on the success or failure of
previous coping Whereas measures of coping resources tend to emphasis the static,
structural approach to copmg, with the same approach bemg used across different types of
stressors, it may be that coping is more fluid, and changes even within a particular situation
as it is appraised and reappraised, as suggested by Folkimm and Lazanis (1985)
Measurement of copmg behaviours condensed over time may suffer from imperfect recall,
exaggerating consistency m coping styles and blurring the distmction between different ways
of coping In an attempt to address this difficulty, Stone and Neale (1984) developed a
measure of daily coping to look more closely at the way life events are appraised and
reappraised. Minor events, regularly assessed are held to be more strongly related to
psychological symptoms than more senous events and are therefore more important
determinants of mood and health. In Stone and Neale's (1984) study, 120 subjects defined
and rated a stressful event, the degree of control, desirability, degree of change, anticipation,
meaning and frequency of the problem over a penod of three weeks Eight coping styles were
identified winch were used with reasonable frequency 'Distraction', 'direct action' and
'situation redefinition' were used most frequently, whilst 'catharsis', 'social support',
'relaxation' and 'rehgion', were used less More severe problems ehcited less direct ways of
coping, such as social support and relaxation, perhaps because they were perceived as less
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amenable to change Like Folkinan and Lazarus, Stone and Neale (1984) suggested that
individuals employ a range of coping styles They also reported that males tended to use
more 'direct action' coping, and females more 'distraction', 'catharsis', 'social support',
'religion' and 'relaxation' One weakness of Stone and Neale's approach is it's reliance on
self .report data, and the fact that it does not address the relative effectiveness of different
strategies Billings and Moos (1981) related the use of different types of coping to the type
and magnitude of life event, reporting that 'active-behavioural' and 'active-cognitive' coping
strategies were used more than 'avoidance-coping', and that problem-focused were used
more than emotion-focused coping styles Males tended to select events in the 'economic'
categoiy, and females selected events in the 'illness' and 'children' categones as being more
stressfW, necessitating different copmg resources Billings and Moos found that both copmg
resources and social supports influenced individual flinctionmg, concluding that chromc
strains were more reliably related to dysfunction than life events
1.5	 Stress Outcomes, 'Strains' and Ill Health
Interdependence of mind and body systems have been an increasingly important facet of
health behefs in recent years, and much stress research has sought to establish causal links
between psychological stress and physical and mental Ill health. The physiological pattern of
arousal as a response to stress mvolves both the endocrine system and the nervous system,
and is seen as a disruption of the body's homeostatic state The immediate reaction to stress
is a state of mental and physical alertness, described as the 'fight or flight' mechmism,
accompamed by the release of catecholamines into the blood stream. A second body system
associated with the release of corticosteroids is described as the 'conservation-withdrawal'
response and more commonly linked with chrome stressors, resulting in negative feelings of
distress and not copmg Johnson et at (1992) note that "the adaptive response to stress
appears to depend upon the qualiy (physical or emotional), strength and duration (acute,
chronic) of the stimulus, as well as' upon the constitution and state of the organism" (page
116) Physiological changes m the avallabthty of energy are paralleled by increases in heart
rate, blood pressure and respiration via stimulation of cardiovascular and pulmonary function.
Chronic exposure to stressors can ultimately induce physiological changes with harmfiil
metabohc, and cardiovascular consequences, compromised growth, peptic ulceration,
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reproductive suppression and inimimo-suppression. However, in contrast to Selye's findings,
Johnson et aL (1992) note that all stressors do not result in identical physiological changes,
suggesting that individual differences relate to genetic constitution and early life experiences.
Behavioural responses to stress include altered cognitive thresholds, alertness and selective
memoly enhancement, stress-induced analgesia and suppression of reproductive and feeding
behaviour, leading to loss of concentration, apathy, disrupted sleep patterns, and increased
fatigue. Cognitive costs of stress include overloading and fatigue, continual monitoring of the
environment, high levels of emotional arousal, or lowered motivation, lack of control and an
increasing feeling of helplessness.
1.5.1 The Relationship Between Stress and Somatic fliness
Research studies suggest that there is a consistent link between stress and Illness, although
correlations are often rather low (Meier 1991). The experience of somatic illness is also
inextricably linked with individual psychological characteristics, and measures of stress and
mental ill health also inter-correlate highly, niking measurement of direct effects of stress
problematic.
The ca,diovawular system is a main agent of physiological reactions to stressors, and there is
a large body of research discussing the impact of stress on coronary heart disease (CHD), and
the impact of the 'stress-prone' personality. Other correlates of stress may also be related to
CHD. For example, the relationship between heavy smoking, excessive alcohol consumption
and heart disease is well established. Studies of the links between cancer and stress have also
been carried out, although research is inconclusive as to the existence of direct causal links
(Burgess 1987). A study by Raniirez et al. (1989) found a relationship between severe life
events and the recurrence of breast cancer, although this link was not significant for non-
severe events, whereas Barraclough et a]. (1992) found no such link between psychosocial
stress and breast crncer relapse. Eysenck (1988) suggested that the type of stress may be
critical, with severe acute stressors increasing the likelihood of development of cancer,
whereas chronic stress may have a protective inoculation effect".
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Different personality types have been associated with different t)pes of disease Whereas
Type A behaviour, anxiety and aggression have been linked with CHD, traits such as
hopelessness, helplessness, neuroticism and the inhibition of emotion have been related to the
development of cancer and the progression of the disease (Grossarth-Maticek et al 1988,
Eysenck 1988, Faragher and Cooper 1990)
Psychosocial stress also appears to suppress immune function whereby activation of the 'fight
or flight' mechanism, and the 'conseivation-withdrawal' body systems are linked to lowered
immunity and resistance to Illness Both acute (e g exam stress) and chrome stressors (e g
unemployment, marital conflict) have been associated with reduced immune response
(Frankenhaeuser 1983, O'Leary 1990), which can result in increased susceptibthty both to
minor infections such as the common cold and more serious Illness such as asthma, diabetes,
H1V and AIDS and rheumatoid arthritis
1 5 11	 Gender Differences in Stress Reactivity
In terms of reactivity to stress, males have been shown to exhibit greater physiological
response to stressors in terms of cardiovascular change (e g blood pressure, heart rate, blood
lipids) and neuroendocrme change (e g urmaiy catecholammes) (Stoney et al. 1987) The
importance of reproductive and hormonal change in females m deterninung stress responses
has also been discussed (Davis and Matthews 1990, Wheatley 1991) A series of studies
comparing stress reactivity of males and females on comparable tasks in laboratory settings,
at both mild and severe levels of stressors found males to be consistently more reactive to
stressors as measured by secretion of epinephrine (Frankenhaeuser 1983) It has been
suggested that physiological differences between males and females' stress response has a
behavioural rather than genetic basis, as a result of socialisation mto different social and sex-
roles In support of this hypothesis, later research by Frankenhaeuser et al. (1989), suggested
that in a work setting fewer differences between males and females in stress reactivity as
measured by excretion of urinary catecholammes were found. However, a later experimental
study by Matthews et aL (1991) using tasks previously described to subjects as assessing
either 'masculme', 'feni.rnne', or 'neutral' skills, (i.e a mirror tracing test and a Stroop task)
found that the gender-relevance of the task was not nnportant, and suggested that males
Chapter 1	 25
exhibited greater reactivity to stress in cardiovascular, neuroendocrine and lipid responses
under all conditions
152 Stress, Depression and Anxiety
"Anxiety is how the individual relates to stress, accepts it, interprets it - stress is a
haiSvay station on the way to anxiety Anxiety is how we handle stress" May (1977)
The terms 'stress' and 'anxiety' are oflen used synonymously, and measures of anxiety are
used as surrogate measures of stress Although anxiety and depression have distinct clinical
definitions, (e g m the Diagnostic and Statistical Manual of Mental Disorders (DSM-1V),
both anxiety and depression are shown to correlate separately with measures of stress (Meier
1991), with each other (Watson and Kendall 1989), and with measures of negative affectivity
(Watson 1988), suggesting that they may not be statistically distinct concepts Anxiety and
stress share common symptoms, including tension, chronic arousal, fatigue, woriy,
nervousness, shortness of temper, irritability, and sleep disturbance Similarly, characteristics
of exposure to chronic stressors such as feelings of helplessness, demoralisation, fatigue and
loss of pleasure, are also conmion symptoms of depression. A study of 93 undergraduate
students by Meier (1991), was camed out to examme the construct validity of stress,
anxiety and depression measures (including the Maslach Burnout Jnventoiy, State-Trait
Anxiety Jnventoiy and The Minnesota Multiphasic Personality Inventoiy Depression Scale),
and found them to be highly mterconelated. Meier criticised the 'monomethod bias' in the
almost exclusive use of self.repoit interviews and questionnaires in existing stress research, as
a source of confounding in the reporting of stressors and stress outcomes, and related this to
a flullure to account for background variables such as neuroticism or negative affect
A senes of studies conducted by the Maudsley Hospital Stress Clinic (Wheatley 1993) found
that almost half of all patients referred by their GP for 'stress' were suffering from depressive
illness, and 'stress ratings' decreased significantly following treatment with antidepressants
In their review of coping, Matheny et al (1986) describe the 'anxious reactive personality' as
being hypersensitive to cognitive and physical feedback during stress, over-reacting to
stressors by catastroplusmg, so that stress persists even after the stressor is gone An over-
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awareness of bodily sensations, such as heart pounding, m such individuals increases
cognitive appraisal of the threat of the stressor
Depue and Monroe (1986) also emphasise the impact of background personality and
affective states such as anxiety and depression on an individual's reaction to stressors, with
highly anxious people reporting more symptoms of stress and tending to perceive their
environment in a more demanding way They note that mdwiduals with anxiety or depression
are characterised by a chronic-intermittent pattern of Illness, and also conclude that anxiety,
depression and negative affectivity are Important confounding variables in the measurement
of stress
The Impact of stress on the individual has been miimly studied in two domains, &stly in terms
of eveiyday life, and secondly in occupational settings Set against a background of changes
in the world economy since the Second World War, the employer's need for increasing work
efficiency and productivity has developed alongside a growth in awareness of employees'
needs and rights in the workplace The issue of occupational stress has therefore increased in
importance and generated a wide range of research aiming to identil' organisational and
individual stressors and means of copmg with stress, as discussed in the following chapter
CHAPTER 2:
Occupational Stress
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2.1 Inlroduction
Based on McGrath's (1976) definition of stress as an interaction between the person and the
environment, Cox (1985) suggested that occupational stress exists in the person's recognition
of their inability to cope with demands relating to work, and in their subsequent expeiience of
'discomfort. In this chapter, occupational stress will be discussed from this interactionist
perspective, investigating sources of occupational stress, potential outcomes of occupational
stress, and individual characteristics which may affect such outcomes.
The fact that occupational stress not only impacts on the individual, but also on the
organisation in which he or she works, explains the economic imperative in the study of stress
in the workplace. Occupational stress has been said to cost industry millions of pounds per
annum in terms of ill-health and absenteeism. The UK is still at the top of World Health
Organisation league tables in terms of mortality due to coronaiy heart disease. Cooper (1986)
noted that over £1.3 billion is lost annually to British industiy as a result of alcoholism. In
1994, employers lost around £10 billion due to sickness absence (CBI 1995), and Keams
(1986) has suggested 60% of absenteeism is stress related. More recent figures provide
lower estimates of between 37% of absence for manual workers and 55% of absence for
non-manual workers being related to occupational stress and mental Ill-health. (CBI 1995).
High staff turnover rates, employee 'burnout', apathy and lowered worker morale, have also
been related to occupational stres& The fact that many employers are currently investing
heavily in 'stress mmagement' programmes for employees is an indication of the costs to
industry of stress-related illness. An 'industry' of techniques or therapies for stress
management, including relaxation therapy, counselling, diet, biofeedback, self.awareness
training etc., have gro1 up in popular culture in response to the problems of dealing with
occupational stress (Cooper et al 1996). However, the lack of consensus as to what extent
physical or psychological illness is occupationally-induced, and the lack of clarity regarding
the definition of 'stress', questions the validity of some of the above figures. Causal links
between occupational stress and physical and mental Ill-health are by no means confirmed.
The more positive aspects of occupational stress as a source of stininlation or motivation in
work settings are much less frequently discussed.
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Over the past thirty years, the imiltidisciplmaiy study of occupational stress has engendered a
vast body of research focusing on many types of occupation.. Although comparisons have
been drawn between occupations in terms of their 'stressflilness', this approach does not take
account of the lack of homogeneity of characteristics within and between different
occupations, which may make these comparisons rather meaningless Gender differences are
often ignored when occupational characteristics are discussed although males and females
may flilifi very different roles and bring different individual and social characteristics to the
same occupation type
Caplan et al. (1975) used the concept of 'lack of fit' to explain why individual employees
reacted differently in terms of experience of work stress, psychological stress and physical
Illness when subject to the same objective levels of work. In terms of job complexity, and
workload, Caplan et al. argued that a person-environment fit measure was a better predictor
of stress than either environmental factors or personality factors alone, since it took into
account the interaction between the two factors. Lack of fit in terms of job complexity,
workload, role ambiguity and responsibility for others, was also associated with lowered job
satisfiiction.
2.2 Sources of Job Satisfaction
The relationship between occupational stress and job satisfaction is complex and particular
occupational characteiistics can be both sources of stress and satisfaction. Job satisfaction has
many qualities, and has been shown to be related to individual characteristics such as age,
gender, mental and physical well-being and overall life satisfaction (Clark et al 1996), in
addition to work characteristics
22 1 Occupational Characteristics
Work can be defined both in terms of the inherent characteristics of a particular job, and of
the wider orgamsational environment Many researchers have identified features which make
a particular job stressflul or satisf,'mg (Cooper and Marshall 1976, Hackmm and Oldham
1976, Wair 1991) Such features include the degree of responsibility, autonomy or control,
task vanety, task meaning or salience, skill use, 'extrinsic' considerations such as status,
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financial reward, and opportunity for career progression. Maslow (1943) described the
employee as having higher order and lower order needs for personal satisfaction. Higher
order needs being self respect, esteem and flulfilment, and lower order needs, bemg physical
safety or comfortable working environment Although lower order needs are generally met,
Maslow argued that the higher order needs are more important for overall job satisfaction.
The Job Characteristics Model (Hackmsin and Oldlim 1976) described 5 core criteria
pertment to attitudes to work (i) S/all variety, the number of different task activities
required, (n) task identity, being able to see a piece of work from start to finish, (in) task
significance, Impact on the hves of others, (iv) autonomy, or degree of personal freedom, (v)
feedback of mformation regarding peiformance Individual differences in three areas,
'meaningflulness of work', 'responsibility for outcome' and 'feedback of results' were shown
to influence positive act, and reinforce motivation for future performance
Warr (1991) divided job satisfactions into those which were 'intrinsic' (inherent in the job)
and 'extrinsic' (outside factors in either the workmg environment, or the wider environment)
Characteristics contributing towards satisfaction were divided into (i) Opportunity for
Control - the degree of autonomy, power and participation in decision making Greater
control of intrinsic characteristics implying greater satisfaction and self esteem. (n)
Opportunity for s/all use - increases self-esteem and morale (in) Goals and task demands -
the performance of the job may have too low or too high a demand, although it is suggested
that heavy workload only leads to strain where the mdividual has poor coping resources
'Underloading', tasks which lack variety or are boring or repetitive, or havmg too little work
to do are also sources of dissatisfaction. xiv) Environmental Clarity - understanding of the
work environment and clear information and feedback about expected work behaviour
Uncertainty about roles or outcomes of actions at work, and security of job tenure is also
related to job satisfaction. (v) Financial rewards - should be perceived as a fair reflection of
the value of the job to maintain self-esteem. Poor pay is obviously also a source of anxiety in
maintaining standards of hvmg (vi) Physical security, a safe and comfortable workmg
environment, for example in terms of lighting, humidity, equipment and noise levels (vii)
Opportunities for social contact and support from both mrnuigers and co-workers are also
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important. Conversely, there may also be a need for privacy and space to work
Occupational status, both within and outside the workplace is also a potential source of job
satisfaction.
The models of both Hackman and Oldhsm (1976) and Warr (1991) eniphasise similar job
attributes stressing the intrinsic characteristics of skill use, autonomy, feedback and workload
as being important for job satisfaction. There may also be gender differences in the appraisal
of the value of these characteristics to male and female workers.
2.2.2 Gender Differences in Job Attribute Preferences
Changes in the social and economic structure of work and the family in the 20th century have
been reflected by changes in patterns of employment, for example, increases in parttime
working and self.employment as a proportion of total employment, shifis away from manual
to non-manual work and from manufacturing towards service industries, and increase in the
overall proportion of females in the labour force. Early research argued that males and
females valued work differently. Females were said to have more interest in extrinsic
characteristics of their work, such as relationsbips with co-workers, suitable hours and
working conditions, whereas for males opportunities for career advancement, good pay, and
opportunity for skill use were preferred (Jurgenson 1947). This view reflected the post-war
family social structure where males were the main breadwinners and participation in the work
force was not encouraged for females, particularly those who were married or had young
children. Feñiales also tended to participate in the workforce at lower levels of the job
hierarchy, and in specific types of work As the relative position of women in the work force
changed, it was suggested that gender differences in work attribute preferences were
minimiced if extrinsic factors such as job level, education and age were held constant (Brief
and Aldag 1975, Bartol and Minhardt 1979).
In a study of 428 MBA candidates (224 females, 204 males), Bigoness (1988) studied
gender differences on the job attribute dimensions of 'professional growth', 'work
environment' and salary. Contrary to previous research, Bigoness found that females placed
more value than males on 'challenging work', and 'professional growth', whereas males
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placed more value on salary, 'realismg potential' and 'business prospects' There was no
gender difference in terms of the value of the work environment However, females did value
relationships at work more than men, and both groups rated intrinsic job qualities higher than
extrinsic qualities This study focused on a sample in a narrow occupational grouping with
little job experience (mean 26 years) and had a relatively low response rate (54%), so may
not be generalisable to other groups of workers The study also failed to account for
background gender-role factors, for example marital and parental status, winch may have
influenced attribute preferences
A study by Wiersma (1990) in a sample of 316 employed parents using a child day care
centre, did address the question of gender roles, revealing gender differences on three out of
four 'extrinsic' job attributes, career onentation, work conditions, parental support, but not
on intrinsic rewards Males were seen to preferentially value a good salary, career
advancement and authority over others, whereas females valued good working relationships,
work accomplishment and personal growth. Females also valued parental support from the
workplace (in terms of hours off for sick children, childcare) more than males, and
expenenced greater work/domestic 'role conflict' than males, although this study, winch also
had a low response rate (40%), failed to control for gender differences in working hours, or
levels of domestic responsibility These studies suggest that gender differences m preferences
for job attributes may depend on the relative degree of commitment and responsibility for
both occupational and domestic roles, m males and females
2.3	 Sources of Occupational Stress
Many efforts have been made to classiI' and identilS' common conditions within the
orgamsational environment winch affect occupational stress (Cooper and Marshall 1976,
Beehr and Newman 1978, Ivancevich and Matteson 1980, Quick and Quick 1984) Such
classifications have broad categories m common, for example, identification of intrinsic job
demands and characteristics, features of the occupational environment, career structure and
relationships at work, role within the organisation, and the relationship between work, and
extra-work characteristics Earher studies adopted a 'stimulus-response' model, almmg to
identifij stressors commcn to different occupations, and to compare occupations in terms of
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their 'stressfiulness', or m terms of workers' response to such stressors (Caplan et al 1975)
More recent studies have used a transactional approach considering the mdividual worker's
appraisal of what is stressful, m relation to their copmg ability and resources (Folkmn and
Lazarus 1980, Frese and Zapf 1988)
23 1 Job Characteristics
Many studies have aimed to identify day to day characteristics of occupational tasks which
are sources of stress In a major study of over 2,000 males in a range of twenty three while
and blue-collar occupations in the USA, Caplan et aL (1975) compared levels of stress
between occupations, identifying characteristics such as low skill use, and routine work as
being particularly stressful in manual jobs, such as assembly Ime workers, fork lift dnvers and
machine attendants These types of stressors were less important for other workers such as
professors, family physicians and professional workers, in jobs which mvolve the use of a
wider range of skills and also more personal contact or responsibility for others Overall,
machine-paced assembly line workers had the highest stress levels in Caplan et aFs study
Jobs with a high degree of responsibility for the safety of others, such as air traffic controllers,
and medical professionals were identified as particularly stressful (Caplan et aL 1975) Cox
(1980) has also suggested that lack of mental stimulus, and 'under-loading' of work is
stressful, describing assembly line work as repetitive and demanding, requiring high levels of
concentration, but with workers being isolated from their work mates by the noise and pace
of the production line
Work may also be charactensed as physically stressfW, for example where physical danger is
involved, or involving repetitive actions which may lead to mjuiy Excessive noise, poor
working environments, overcrowding or lack of privacy may contribute to work overload.
Poor environmental conditions have been shown to be related to physical and mental health
of workers, and studies of 'sick building syndrome' have identified female workers as being
more susceptible to Ill health than males as a result of exposure to fhctors such as increased
paper handling, poor ventilation, and VDU work (Sternberg and Wall 1995) Overall
workload, work hours, (e g long hours or shifiwork), and being under time pressure have
been identfld as stressors m many studies A useful distinction is between quantitative
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overload (too much work) and qualitatwe overload (too difficult) (French and Caplan 1970,
Groenewegen and Hutten 1991) Although quantitative overload has been linked with strains
(Margolis et al 1974), a heavy workload is not necessarily a predictor of stress (Karasek
1979), and overall level of commitment or involvement m work may be more important
Control or autonomy over work tasks has also been seen as related to well-being or job
satisfaction (Spector 1986, Frese 1989, Warr 1991) Karasek's (1979) studies of a cross-
section of the workforce in the USA and Sweden identified low levels of control or 'decision
latitude' over work as bemg related to increased levels of job strain, including exhaustion,
depression, absenteeism and work dissatisfaction, whereas high levels of intellectual demand
were associated 'with reduced strain. It should be noted that Karasek's samples were chiefly
male, so conclusions may not apply to female workers In a large-scale study of male and
female industrial workers in the USA, Piltch et al. (1994) reported that lack of job control
was sigmflcantly related to mental distress for males, but not for females, whereas other
researchers have associated lack of control with poorer mental health for females (Zappert
and Weinstein 1985)
Part-time Working
Approximately 6% of males and 44% of females in the work force in the UK currently work
part-time (Equal Opportunities Commtcsion 1993) Apart from shorter hours, part-time
work may be less demanding in terms of responsiblhty, autonomy or challenge, but also less
satisfying, and less secure than full-time work Few studies have discussed the imphcations of
full- or part-time working One such study by Anderson-Kulman and Paluch (1986) studied
role strain and coping outcomes for a sample of 204 mamed and single white-collar workmg
mothers using a child day care centre No differences emerged between those who worked
full-time or part-time in terms of reported role strain or copmg However, this study had a
low response rate, (43%) and included subjects of a similar occupational level, and from a
narrow geographic area, so was perhaps not generalisable
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Q 32 Stmcture and Features of the Orgamsation
The size, structure, climate, and dominant managerial style of the work organisation may be
related to levels of stress (Beehr and Newman 1978) Democratic and open, rather than
hierarchical and closed management structures are seen to lead to greater participation of the
workforce in decision making and have been shown to improve job satisfaction, productivity,
performance, and reduced turnover of staff (Hunt 1979) Changes both in the national
economy and structure of organisations have been identified as contributing towards
increased work stress (Cooper et aL 1996) In the UK, the 1980's and 1990's have been
charactensed by financial retrenchment, lack of foiward planning, mcreased job turnover and
lowered morale m both pubhc and private sectors The resultant increase in job insecurity has
engendered role ambiguity and uncertainty in both management and workforce, and has been
related to increased rates of depression and anxiety in both managers and professionals (Hunt
1986, Caplan 1994)
233 Career Development
In early career development, concerns of establisbmg a new role, or learning new skills may
coincide with the life stage 1iere establishment of personal relationships and family life is
also a pnonty Conflict in tune-allocation between work and family life has been shown to be
a source of particular tension at this stage In a study of 532 male middle managers,
Bartoleme and Evans (1979) descrIbed tension between work and family time Although
most male managers in the study reported attaching an equally high value to both
work/career and family/leisure, they actually devoted a much higher proportion of their
energies to work, with one eighth devoting as much as 90% of energy to work. However,
degree of dissatisfaction with the division of energies between work and home was greatest
for the 'mid -career' group, and less for those at earher and later career stages Individuals m
later stages of their career may also find dealing with new technology, or competing in the
workplace increasingly stressfuL
Conversely, females have been shown to lnmt both working hours and career development as
a means of coping with the domestic demands (Zappert and Weinstein 1985, Karambayya
and Reilly 1992) Career 'transitions' have also been shown to be stressful in a female sample
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(Latack, 1984) Sex discrimination and career blockages, i.e the ubiquitous 'glass ceiling'
are most evident for females m the work force (Nelson et aL 1990, Davidson 1991) Cooper
and Davidson (1982) suggested that organisational bamers to career progress are greater for
female managers who may be isolated or appear to be a poor promotion risk m terms of child
rearing coiiInut. iients or lack of geographical mobility
23 4 Relationships at Work The Role of Social Support
Conflict in relationships with colleagues at work has also been identified as a source of
occupational stress Research into 'burnout' in health professionals has suggested that
interactions with co-workers are more stressfiul than mteractions with patients (Leiter and
Maslach 1988) However, few studies have related conflict m workmg relationships to either
physical or mental Ill health.
Although 'social support' has been identified as an mtelvenmg vanable between occupational
stressors and strain (LaRocco et aL 1980, Revicki and May 1985), there is less evidence of
social support having a direct effect on stressors (Marcelhsen et al 1988) Caplan et aL
(1975), in their sample of males in a range of occupations, measured social support from
supeivisors, others at work, and thends and relatives, together with level of participation in
decision making at work Each type of support was lmked to alleviated stressors and fewer
strains, but they found no relationship between levels of support and physiological indicators
of stress such as blood pressure and cholesterol levels Work supports accounted for more
variance in occupational stress than home supports Support was also found to be related to
occupational and educational status, with individuals in higher work grades reporting greater
support, and less stress
Females have been shown to have greater social support overall than males (Shmn et al 1984,
Frankenhaeuser Ct aL 1989, Piltch Ct aL 1994) which may be of particular Importance in
maintaining the beneficial health effects of employment for females (Rep effi et a!. 1989)
However, in contrast with Caplan's (1975) studies of male workers, Frankenhaeuser et a].
(1989) noted that both males and females at higher occupational levels found it more difficult
to obtain social support from superiors, and also Lcked social support from colleagues,
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whereas women at lower occupational levels reported greater social support than both male
colleagues and female managers Social support may have the benefit of increasing mdividual
motivation, altermg cognitive appraisal of problems, have beneficial affective consequences
and increasing copmg resources However, what is meant by social support is not always
clearly defined. A clear distinction should be made between peer, family and work-related
support, and if support is work-related whether it comes from co-workers or supervisors
In an analysis of occupational stress and social support, Marcellisen et al (1988) studied over
2,000 employees of 21 compames in the Netherlands, and noted that workers at higher (i.e
professional) and lower levels (i.e manual) perceived less social support than those in mid-
level jobs, with co-workers consistently providing more support than imrnigers. However
support from managers had a greater benefit in reducing job stressors (role overload, role
conflict), than support from co-workers. Marcellisen et al found no direct effects of social
support in reducing strains (affective, emotional and wony), although individuals reporting
more strains had lower pre-existmg levels of social support This study provided a
comprehensive analysis of the relationship between social support and stress in a work
context Unfortunately, no analysis of results by gender was given.
235 RoleConfhctandAnibiguitv
The individual's perception of the clarity and definition of their role in the organisation is an
unportant indicator of occupational stress Kahn et al (1964) identified both 'role conflict'
(confhctmg job demands), and 'role ambiguity' (lack of clarity of objectives) as predictors of
job dissatisfaction, job-related tension, and lower self-confidence Role conflict and ambiguity
have been found to be positively correlated with occupational stress (strains) and job
dissatisfaction (Kahn et al 1964, Jackson and Schuler 1985) Conflict can occur within roles
and between multiple roles occupied by the mdividuaL For doctors for example, conflict may
exist within aspects of their medical role as a healer, and manager of medical budgets,
between the demands made upon them by health service managers and patients, and between
their working role and that of spouse and parent Role conflicts have generally been
perceived as a greater source of stress for females because of their multiple domestic and
work role responsibilities (Nelson et al. 1990, Sekaran 1983, Kopp and Ruzicka 1993)
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There may be additional sex-role conflicts for one gender working in an environment
culturally dominated by the other (Cooper and Davidson 1982) Discrimination may also
exist on racial or other prejudicial grounds
236 Relationship between Work and Home
The role of non-work characteristics as predictors of occupational stress is a relatively new
area of study, which has emerged largely as a response to the greater involvement of females
in the work force Since males have traditionally filled the main breadwinner role m western
societies, there is also a cultural expectation that males will give prime consideration to work
over family life, whereas females are expected to allow family concerns to take precedence
over work The extent of role conflict may therefore be detenmned by the primacy of work
demands for males, and family demands for females (Cooke and Rousseau 1984, Pleck 1985,
Parasuranian et al. 1992, Bamett et al 1995), although the extent of males' and females'
involvement and responsibility in the work and domestic spheres may obviously vaiy due to
cultural or social class norms
The relationship between work and home life is seen as bi-directional. Satisfactions and
stressors experienced at work are seen to affect satisfactions and stress in home life, and vice
versa There have been two main approaches in studies of the interface between work and
home life The first takes the view that the role demands of work and home domains are
additive, and negatively perceived overload leads to strain and Illness (Goode 1974, Sekaran
1983, Bhagat et al 1985, (Ireenhaus and Parasuraman 1987) Other researchers take an
alternative view that multiple roles complement one another, resulting in increased well-
bemg (Thoits 1983, Cooke and Rousseau 1984, Verbnigge 1986), although it has been
noted that individuals with greater pnor well-bemg may be more likely to occupy ninitiple
roles than those with pnor reduced well-bemg The home/work relationship may also be seen
as 'cornpensatoiy', where problems or deficiencies in one domain are accounted for in the
other (i.e a negative association), or subject to a 'spillover' effect, where attitudes or
behaviour employed in one domain are camed over and enhance the other (i.e positive
association) (Near et al. 1980, Staines 1980, Cooke and Rousseau 1984, Greenhaus and
Beutell 1985)
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Based on Pleck's (1977) concept of the asymmetnc permeability of roles at work and home,
whereby work roles are seen as having a greater influence on home life than vice versa, a
recent series of studies by Frone et al. developed a model of work-flimily conflict in a
community sample of 631 individuals This research confirmed that work mteifered with
fiiniily life more frequently than family life interfered with work, with no significant vanation
in this respect between males and females in the sample (Frone et aL 1992a, 1992b, 1994)
Work and family satisfaction were found to be non-causally related, i.e sharing a common
cause or causes Whereas most studies previously investigated the Impact of work on family
life, Frone et aL emphasise the Importance of also investigating family to work conflict, seen
as havmg greater importance for mental well-being via the deteunmation of personal goals
and selfidentity in the work environment Although work to family conflicts were found to
be related to distress and depression m Frone et al's studies, they failed to consider other
variables within the mdividual wInch may explain the common causation of satisfaction or
distress at work via the mvestigation of features such as positive or negative affect, locus of
control or personality
2361	 DualCareerPartnershipsandStress
Couples who are both workmg full-time, and especially those with young children, are
subject to paiticular stressors between work and home Although such stress may be
compounded, an alternative view is that experience of similar types of problems may promote
greater empathy and mutual support between couples Where both partners pursue full-time
careers, domestic roles are subject to greater question and change Hall and Hall (1980)
suggested that stress may be lessened if couples phased their career stages, if they did not
have children, or if they worked in similar or related fields Other studies have related dual
career relationships to increased role conflict for both male and female partners (Sekaran
1983, Steffij and Ashbaugh 1986) Karambayya and Reilly (1992), in a study of 39 dual-
earner couples with young childreji, noted that most couples maintained a gender-based
division of domestic roles, with females taking major responsibility for the family, even where
both partners worked full-time More wives than husbands restructured their work on a
regular basis to fit m with family demands by altering hours of work, restricting work-based
travel and limiting evening and weekend work. Husbands and wives showed the same levels
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of work involvement and job satisfaction, although husbands reported higher levels of stress
where the wife had a high degree of work involvement. This was a limited smH-scale study,
using an existing data set of high-income professional couples, and results may therefore not
have wider applicability to work roles with lower autonomy where job restructuring is not
possible.
2.3.7 Sunnmrv of Studies of the Home/Work Interface
There have been many recent studies attempting to describe the relationship between the
occupational and domestic donisiins in terms of stressors and strains. A summary of some of
these studies of the home/work interface is included below in Table 2.1 (pp 4 1-47). Twenty-
three studies have been included in this review as being representative of the many studies in
this subject area. The studies selected represent the time period from 1983 to 1996, with the
majority having been carried out in the USA. This summaiy reveals the complexity of the
relationship between occupational and domestic stress, and also notes some of the conflicting
Thidings of research in this area. The studies presented reflect the bias towards the female
perspective in this area of study, including either all-female or dual career male/female
samples. The diversity of measures used also illustrate the range of approaches adopted in
the measurement of home/work stress.
In addition to the date, title and authors, for each study, information is presented where
available regarding sample sizes, subjects' gender, marital status and occupation and overall
response rates for each study. Where previously validated measures were used, the original
authors are noted in parentheses, otherwise it can be assumed that measures were specifically
constructed for the study in question.
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Several themes emerge from these studies:
a.) Evidence is not conclusive as to the relative contributions of 'work to home' and 'home
to work' stressors to strain or distress, or to the relative importance of gender differences in
experience of such stressors. Methodological differences between studies, and use of
different outcome variables may go some way to explaining this lack of agreement. For
example, work variables contribute less to overall (life) satisfaction than home variables,
although this relationship may be moderated by factors such as social support or coping
(Sekaran 1983; Barling and MacEwen 1992), but work to home conflict is seen as more
frequent than home to work conflict (Frone et al. 1992a, 1992b, 1994). Home stress is seen
as a better predictor of mental ill-health than work stress for females in particular (Sekaran
1983; Kandel et at 1985; Johnson 1989; Nelson et at 1990). Evidence for crossover or
spillover of effects between work and home roles is not conchisive (Parasuraman Ct at 1992;
Jones and Fletcher 1996)
b.) Occupation of mnitiple roles, (work plus family and social roles) is more likely to be
associated with well-being than with strain and Ill-health for females, but not for males
(Thoits 1983; Cooke and Rousseau 1984 Lewis and Cooper 1987). The relationship
between work stress and physical or mental strain is altered by role conflicts and overloads
for females, while there is less evidence of this effect for males (Wiersma 1990). The issue of
greater role conflict and overload is offered as an explanation for poorer mental health in
females by some writers, conversely work is more likely to be related to well-being for
females than for males. However, Kandel et at (1985) point out that whereas one role may
offset the negative effects of others, a second interpretation is that there may be self.selection
into roles, so that those individuals originally displaying better mental and physical health will
be more likely to occupy multiple roles.
c.) .The type and quality of multiple roles occupied, ie. marital status, parental status, and
career status (for example, in dual-career marital partnerships) affects the relationship
between work and home life. Females who are married tend to have better mental health
than those who are single, and females who work and are married also report less mental ill-
health (Johnson 1989). The quality of home life (family cohesiveness, lack of conflict) seems
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to impact on the perception of stress at work (Anderson-Kulman and Paludi 1986; Stefl and
Ashbaugh 1986; Karambayya and Reilly 1992), although there is a lack of data comparing
male and female subjects on this issue. Being a parent, particularly of a younger child,
increases stress between home and work stress for both males and females (Lewis and
Cooper 1987; Greenglass et al 1990).
cL) Issues of social class and work status seem to be of some importance. Females with
greater material wealth, better education and the availability of quality cbildcare may also
occupy more intrinsically rewarding occupational roles, have greater self-esteem and control
over their work, and expeiience better overall health than those less privileged in these areas.
Most of the subjects in the studies reported above fit into white-collar, professional or
marnigerial categories of employment, and may reveal a bias towards under-reporting of
strains, and the impact of work stress on home life. Job level is shown to affect social support
and home/work conflict (Frankenhaeuser et al 1989; Wiersma 1990)
e.) Females appear to cope better with the stresses of home life than males (Gray and Lynch
1983; Lewis and Cooper 1987; Greenglass et a!. 1990; Campbell et a!. 1994) and it is also
suggested that home stress for males increases in proportion to the degree of females' work
involvement (Karambaa and Reilly, 1992).
2.4	 Moderators and Mediators : Individual Characteristics
In the transactional model, an appreciation of the role of individual characteristics and
differences is crucial to understanding the relationship between occupational stressors and
stress outcomes. As discussed in the preceding Chapter, many individual, social and
environmental factors have been identified as intervening variables in the stressor-strain
relationship. Demographic factors such as gender, age, race, education level and social class;
social factors such as family background, and social support; behaviours such as diet,
exercise, alcohol and drug use, aggression; and psychological characteristics such as
intelligence, aspirations and abilities are all examples of such variables. The nature of the
relationship between intervening variables, stressors and outcomes is also important, however
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determmation of causal links between such variables has presented a major methodological
problem in stress research. Some potential mtervening variables are discussed below
24 1 Control and Autonomy
Control over work and the work environment is an Important detemiiziint ofjob satisfaction
and the expenence of occupational stress Characteristics of the organisational structure and
work tasks can affect the individual's potential for control or autonomy, however, the focus
of the majonty of studies has been on control as an individual attribute Locus of control
(Rotter 1966) has been shown to be situation specific and scales measuring locus of control
in work settings have been developed. Locus of control has been shown to correlate
significantly with job satisfaction with 'internals' recording greater job satisfaction
(Kasperson 1982, Frost and Wilson 1983) and less role stress (Spector 1988) Locus of
control has also been related to mental ill-health, with 'externals' showing more anxiety and
depression.
In a suivey of 274 hospital employees, Kasperson (1982) noted that individuals who were
'internal' scorers had a more 'positive attitude' towards the organisation and imrntgement
and greater job satisfaction. Internals had less role stress, more autonomy and also longer
tenure of employment However this study included staff in occupations with different
characteristics and levels of responsibility, which may have accounted for some of these
differences A study of 95 female nurses, by Frost and Wilson (1983) assessmg the
relationship between locus of control, job satisfaction and personality (Type AB) also noted
that 'internals' perceived their jobs more favourably in terms of feedback, general satisfaction,
work motivation and motivating potential, although there was no significant difference
between 'internals' and 'externals' in terms of satisfaction with job 'structural' variables such
as skill variety or autonomy No link between AB personality type and locus of control was
identified. A positive association between internal locus of control, happiness and self-esteem
was also noted in a study of 173 female co!lege attenders (Kopp and Ruzicka 1993)
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242 TypeAB Personality
Type A behaviour has been linked to occupational stress (Friedman and Rosenmiln 1974,
Cooper and Marshall 1976, Cooper et al 1989) In earher studies Type A behaviour was
linked with ill-health in male occupational groups, and generally for those at managerial or
professional levels However, more recent studies of females at higher job levels have shown
them to have higher Type A scores than females at lower job levels, and comparable scores
with males in similar occupations (Haw 1982, Frankenhaeuser et al. 1989), leading to the
conclusion that Type A behaviour may be a consequence rather than a cause of tins type of
stressfiul working environment
243 PositivelNegatwe Affectivity
As discussed m Chapter 1, negative affect has been shown to be an important 'noise' variable,
or predictor of psychological distress in occupational stress research. Although validity
studies have shown that job satisfaction and positive or negative affect are indeed separate
constructs, consistent correlations between positive and negative affectivity and job
satisfaction have been reported (Agho et al 1992, Cropm7ano et aL 1993) Gender
differences in dispositional affect may also mfluence subjective responses to stress or
satisfaction questionnaires
2.5 Health Outcomes or 'Strams'
Apart from obvious physical characteristics of work which may lead to Ill health, (e g noise
levels, working with chemicals, etc), some jobs are more psychologically 'stressful' than
others Standardised mortality ratios (SMRs) have been shown to vary for different
occupations (Fletcher 1988) The medical professions for example have sigmficantly lower
mortality from all causes than the general population, but a higher rate of death from suicide
(BMA 1993) Eximmation of morbidity rates, and absenteeism figures also shows a clear
occupation-based social class difference m work-related strain, with lower social classes
showing higher physical morbidity and more minor mental health problems (Fletcher and
Payne 1980) However, the majority of occupational stress studies have considered
occupational stress m predominantly male, caucasian, 'white .collar' or professional groups
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251	 ysica1 Illness Gender Differences
Physical health vanes by age, gender and social class, and these factors have not always been
considered m occupational stress research. Although the stress response has been associated
with many aspects of physical morbidity, including mcreased susceptibility to cancer,
hypertension, imniime disorders, ulcers, allergies etc, links between coronary heart disease
(CUD) and occupational stress have been the subject of major research studies and received
most attention (French and Caplan 1970, Fneilman and Rosenimrn 1974, Kasi 1978) The
Franimgham Heart Study (Haynes and Feinleib 1980) identified Type A behaviour as a
predictor of CUD and found that the relationship between occupational work categones and
CUD varied for males and females by job leveL For females, the highest rates of CHD were
found among clencal workers, whereas for males highest rates were found among iite
collar professionals More recent research comparing the incidence of CHD in males and
females, has suggested that women in comparable occupations may be 'catching up' with
their male colleagues in rates of CHI) (Davidson and Cooper 1983, Frankenhaeuser et aL
1989), although others have argued that there is little evidence that this is the case (Baruch et
aL 1987)
In a Swedish study of 60 male and female iminagers and male and female clencal workers (15
subjects in each group), Frankenhaeuser et aL (1989) studied expenence of work stress,
coping, autonomy and control at work, total work load (including work and home) role
conflicts and masculine and femmme personality traits, using 'subjective' questionnaires and
'objective' physiological measures mcludnig blood pressure (BP), blood lipids and output of
stress hormones Confirming the results of the Framinglism Heart Study (Haynes and
Femlelb 1980) Frankenhaeuser et aL found no significant differences between males and
females in blood pressure Female imrnigers m this study had higher total cholesterol levels
than males, linked to a higher incidence of heart disease, although they had normal levels of
high density lipoprotein (HDL) cholesterol 4nch may have a protective function against
CUD Measurement of stress hormone levels also showed that female managers' reactivity to
stress was mthally the same as fcr males, but levels remained raised for a longer penod after
work. Whereas males would 'unwind' at home, females' stress levels stayed high, mchcatmg a
longer penod of reactivity The women in Frankenhaeuser et al's study were in the
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traditionally female occupational areas of personnel and adninustration, management and
clencal work, and as such male and female work roles may not have been strictly comparable
The small numbers in the study also reduce the generalisabihty of the results
Comparison of employed with non-employed women suggests that employment has either no
effect (Haynes and Femheb 1980, Gore and Mangione 1983) or a positive effect on women's
physical and mental health (Belle 1987, Haw 1982, 1986, Repetti et al 1989) The
Franungham Heart study found no difference in rates of CHD between workmg women and
housewives, although it was noted that workmg women with children were more likely to
develop CHD, and particularly women clencal workers with children. Although physiological
indicators of stress or strain may be seen to be more 'objective' than seifreport measures,
correlations between these measures and stressors are often veiy low, predicting only small
proportions of variance Gender differences also exist both in the experience and reporting of
minor physical illness complaints, with females reporting more minor complaints such as
headaches and stomach upsets, (Cooper and Davidson 1982, rick and Mitz 1985) and in
rates of minor mental Illness, specifically anxiety and depression.
In a review of research into women and work stress, Haw (1982) suggested that expenence
of minor Illness may be a way of coping with stress, and that females 'drop-out' or seek
treatment for minor Illness earher than males, reducing their chances of developing major
illness Although Haw concluded that inamed working women reported higher stress levels
overall than both housewives and workmg men, they also reported greater life satisfaction
and self esteem, and fewer psychiatric symptoms Haw and others (Zappert and Wemstem
1985, Karambayya and Reilly 1992) have observed that women may cope with work stress
by lowering career ambitions, but that generally employment is a positive expenence for
females, with a beneficial effect on health.
252 Psychological Illness Gender Differences
Caplan et al (1975) noted that different occupational types were lmked with different degrees
of psychological strain, measured by seifreported anxiety, depression and irritation. Machine
workers were shown to have the highest, and physicians the lowest rates of anxiety in Capian
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et al's study, although it should be noted the sample included no female workers However,
the direction of causality between strain and illness cannot be inferred from this type of
research. Whereas the 'healthy worker syndrome' (Repetti et a]. 1989) suggests that
individuals bring characteristics such as mental well-bemg with them to their job, making
them more likely to be employed in the first place, other studies have suggested that the
nature of work, or levels of responsibility may induce behavioural traits which subsequently
influence mental or physical health (Haw 1982, Frankenhaeuser et a]. 1989)
Females in the general population have been shown to experience more depression than
males, and report both more psychiatno and minor somatic symptoms (Nathanson 1975,
Sorensen et a]. 1985, Tick and Mitz 1985, Lewis and Cooper 1987) InFrankenhaeuser et al's
(1989) study, females reported significantly more psychosomatic symptoms than male
groups, although there was no significant difference between females at different
occupational levels (i.e managers and dencal workers) Other studies have suggested that
females report more symptoms of minor Ill health than males as a response to occupational
stress (O'Neill and Zeichner 1985, Zappert and Wemstein 1985) These researchers also
suggest that females have greater job tension and role conflict than males due to home/work
pressures, although multiple roles (occupational, marital, household) have been lmked more
frequently with mental well-bemg for females (Thoits 1983, Kopp and Ruzicka 1993)
25,3 Burnout
The concept of occupational 'burnout', being an array of behavioural and psychological
symptoms as a response to stress, has developed concurrently with that of occupational
stress, and the two terms are often used interchangeably However, burnout is not
synonymous with stress, but is a consequence of chromc work stress, charactensed by a
combmation of physical, mental and emotional exhaustion, generally as a result of interaction
with chents or patients Pines and Maslach (1978) defined burnout as "a syncfrome of
physical and emotional exhaustion involving the development of negative self-concept,
negative job attitudes and loss of concern and feeling for clients" Tins definition
concentrates on burnout as an individual response to stress without reference to interaction
with the working environment Whilst generally apphed to people-intensive professions such
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as social work, or health professions, this concept has more recently been used to describe
feelings of ahenation or loss of self determination, in mmsgenal or professional contexts
(Hunt 1986) However, much of the burnout hterature has been criticised as being rather
'sensationalist' offering nothing new to understanding of stress (Handy 1988)
2.6 Summary of Gender Differences in Occu pational Stress
A major difficulty in comparing males and females m terms of occupational stress has been
that they have not previously worked in comparable numbers in comparable occupations
Similarly males and females' domestic roles have not previously been comparable Until
relatively recently, the majority of females have worked in canng or service occupations such
as waltressmg, teaching, nursing or office work, and at lower levels in the work hierarchy
than males Where they nomm ally do the same job, males and females may fulfil different
roles within the job, females being more likely to work part-time, to have lower status and to
be paid less However, main differences in occupational stress due to gender are summansed
below
a) Physical and Mental Illness
Although rates of CUD are slmil2r for males and females in comparable occupations, females
report more minor physical illness Employed females also report more minor mental Ill-
health than male& However, work may be a source of self .esteem for females Those 1io
work have no more mental ill-health problems that those 'tho do not work.
b ) Job Attribute Preferences
Evidence for gender differences m overall levels of job satisfaction is not conclusive Both
males and females rate 'intrinsic' job qualities more highly than 'extrinsic' job qualities,
however, females are more likely to value personal growth and relationships at work than
males, although there are few major differences between males and females in similar
occupations Females value more 'parental support' from their work, since they tend to have
overall domestic responsibility
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c.) Sources of Stress
i). Career Development
There may still be barriers to career progress for females in traditional areas of male
employment, and they may also have to contend with the difficulties of male role stereotypes,
role conflict and overload at work. Females in dual career partnerships are more likely than
males to adapt their career to fit hi with family life.
ii).Relationships at work - Social Support
Females may place greater value on working relationships than males, and also derive greater
social support for coping with work stress than males. Research is unclear as to 4iether
males at higher (immgeñal) occupational levels have greater social support than females,
although females at lower (clerical, distributional) levels seem to have greater social support
from co-workers. Social support seems to have a direct beneficial effect on stress due to role
conflicts, but no direct effect upon mental or physical Ill-health.
iii).Role Conflict
Role conflict is a greater source of stress for females than for males, influenced by gender
stereotypes and role overloads, i.e. combining domestic and work roles. The direction of
conflict may vaiy by gender, work demands leading to increased conflict for males and home
demands leading to increased conflict for females.
iv) Relationship Between Occupational and Domestic Stressors
Extra-work factors are important contributors to job stress and satisfaction for both males
and females. Although females have a heavier domestic workload, they accommodate work
and domestic demands to a greater degree than males, with multiple roles leading to
increased well-being for females, whereas males find increased role demands more stressfuL
Research is equivocal regarding the relative contributions of 'work to home' and 'home to
work' stress to reduced well-being.
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CHAPTER 3:
Stress and Job Satisfaction in Doctors
Chapter 3	 58
3.1	 Introduction
ALthough stress is common to all professions a career in medicine may be seen to be
simultaneously one of the most stressful and rewarding Although comparison between
doctors and professions outside medicine has suggested doctors are a highly stressed group
(Caplan et at 1975), evidence that doctors expenence greater stress than other health service
workers is inconclusive (Porter Ct al. 1987, Wolfgang 1988, Rees and Cooper 1992, Caplan
1994) However, because of the ramifications for patient care, occupational stress in doctors
has been the focus of much research over the past 30 years
Change can be both a stimulus and a stressor, and the provision of medical care in the UK has
been the subject of much structural and cultural change in recent years, with a shift to more
efficiency onentated, and patient-centred ways of working With accelerating improvements
in health care and technology, patients' expectations of medical care have also altered, and
changes have taken place in the dehveiy of health care both at the macro level with a move
towards an economically-based purchaser-provider pattern of health care, and at an mdividual
level impacting on the work of doctors in pnmaiy and secondaiy care sectors Such changes,
in combination with existing charactenstics of medical work have imphcations for the well-
being of both doctors and their patients
3.2	 Sources of Job Satisfaction
Deary et at (1996) note that "positive aspects ofpractiszng methczne are rarely the object of
empirical study" Although medicine has lustoncally been seen as a vocational career with
high levels of emotional and intellectual reward, research has primarily focused on the
stressors rather than the satisfactions of medical work. Job satisiuiction is associated with
mental well-being and improved work efficiency, and thereby improved patient care
Conversely, job dissatisfaction is associated with poor performance, higher levels of
occupational stress and mental ill-health in doctors (Branthwaite and Ross 1988, Makin et at
1988, Cooper et at 1989, Richardsen and Burke 1991, Sutherland and Cooper 1993)
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3 2 1 Intrinsic Sources of Job Satisfaction
For doctors, 'mtrmsic' work factors such as freedom to orgaiuse work, helping others,
relationships with patients, families and colleagues are cited in many studies as sources ofjob
satisfaction. In contrast to those working in hospital settings, doctors in general practice can
potentially develop ongoing, sometimes lifelong relationships with patients and their families
in the community (Cartwnght 1967, Mawarch 1979, Cartwnght and Anderson 1981, Bates
1982, Cooper et al. 1989) Intellectual stimulus in diagnosis, problem solving, and skill use
are also cited as sources of satisfaction in many studies of GPs (Rankin et at 1987,
Branthwaite and Ross 1988, Makin et a]. 1988) Deaiy et at (1996), note that hospital
consultants with a high intensity of cbmcal coimnitment report higher levels of personal
achievement, related to job satisfaction.
Autonomy and control have been prominent features of the doctor's role which have been
linked in the past to the adoption of paternalistic or autocratic approaches to patient care In a
study of 1817 GPs, Cooper et a]. (1989) identified such 'intrinsic' factors, i.e responsibility,
freedom to choose method of worlung, and task vanety as major sources ofjob satisfaction.
A study by Holton and Hastie (1991) using the same job satisfaction measure as Cooper et at
(1989) with a sample of5l GPs, found that freedom and vanety of work contributed less to
overall job satisfaction, and job satisfaction scores were lower overall in comparison with
those reported in Cooper et al's (1989) study Reductions nijob satisfaction were attributed
to organisational changes in the health service and the overall quality of the doctor-patient
relationship following the 'new contract", introduced by the Government in 1990
3 22 Extrinsic Factors
Doctors are well remunerated and medicine is a profession with high social status, although
some studies suggest that the traditional status of the doctor is declining (Bates 1982,
Wmefleld and Anstey 1991) In studies of general practitioners, 'extrinsic' factors such as
levels of remuneration, relationships with colleagues, career progress, type of practice, and
working conditions, have been found to contribute less to o'ierall job satisfaction than the
'intrinsic' charactenstics of the job (Cooper et a]. 1989)
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Studies offer confhctmg evidence of levels ofjob satisfaction, with some reportIng higher
levels ofjob satisfaction in doctors compared with other professionals, even 4iere there are
corresponding high levels of reported stress (Bates 1982, Makin et al 1988, Branthwaite
and Ross 1988, BMA 1991, Wmefleld and Anstey 1991), and others emphasising
increasing job dissatisfaction m medical careers (Cooper et aL 1989, Hokon and Hastie
1991, Sutherland and Cooper 1992) Increased dissatisfaction has generally been attributed
to recent changes in the characteristics, ethos, or stmcture of the job, a loss of freedom to
organise work, role conflicts, NHS change, attitudes of patients, and increased workloads,
although this quote from a patient in Cartwnght's study of doctors published in 1967,
suggest that medical practice may have changed less over time than we suppose
"Everything is changing - I don't think doctors were exceptionally clever in my young
days, but now it's a case ofmoney They are always grumbling about not getting enough. I
think people lose all confidence in their doctors I liked the old style who'd talk to you
It's all rush these days "(Cartwnght, 1967)
323 Comparison Between Medical Specialities
Few studies have compared job satisfactions between medical specialities Allen (1988)
carried out a comprehensive study of doctors' careers, interviewing equal numbers of male
and female doctors in three cohorts of medical school qualifiers from 1966, 1976 and 1981 (a
total sample of 640 doctors) Allen found that 84% of male and female GPs reported being
'satisfied' or 'very satisfied' with their jobs m comparison with 70% of the total study sample
(which mcluded male and female OPs and hospital doctors), although tins result was based on
only a single-item measure of satisfaction which may lack reliability An earlier study
comparing "approximately 80" doctors in different medical specialities in the USA found
doctors in general practice and paediatricians to have least job satisfaction (Mawardi 1979)
However, tins rather anecdotal paper failed to present sufficient detail about the methodology
used to enable medical specialities to be compared in terms of sources of satisfaction.
However, overall levels ofjob satisfaction were rated as being high (scores ranged from 72 to
80 out of a possible range of 18-90)
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324 Gender Differences in Job Satisfaction
Studies of doctors have identified gender differences in both sources and levels of job
satisfaction, with female doctors consistently reporting higher levels ofjob satisfaction than
males (Branthwaite and Ross 1988, Cooper et al 1989, Richardsen and Burke 1991,
Sutherland and Cooper 1993) Studies in other professions have suggested that although
both males and females preferentially value intrinsic rather than extrinsic job attributes,
females place more value on professional growth, good working relationships, and a good
work enwonment, than males (Wiersma 1990) Workplace support in maternity and
chuldcare is also valued by females, whereas this Is not a factor in job satisfaction for males
Job satisfaction for women in medicine is also likely to be affected by career progress, role
conflict, sex-role based work stressors, such as discnmination and harassment, and links
between work and home life
In contrast to other studies, Allen (1988), noted a significant difference in levels of job
satisfaction between males and females, with only 43% of female doctors overall being 'very
satisfied', compared with 52% of males However, these figures included doctors mail types
of medical speciality, and reflected a bias towards lack of satisfaction in hospital based
doctors, so that when general practitioners only were considered, there was no difference in
levels ofjob satisfaction between females and males Allen related female hospital doctors'
lower job satisfaction to discrimination and a lack of career success, suggesting that females
were less likely than males to end up m their rst choice of career speciality Women in
hospital medicine tend to work m the 'caring' specialties such as psychiatry and paediatncs,
or those which offer more flexible hours and less out of hours work, such as radiology or
pathology
Analysis of sources ofjob satisfaction in a study of over 2,500 male and female physicians
earned out in Canada showed that sources of satisfaction for males and females were very
similar, with relationships with patients and colleagues being most frequently mentioned
(Richardsen and Burke 1991) Job satisfaction was negatively correlated with occupational
stress in this study, which offered a comprehensive evaluation of gender differences in stress
and job satisfaction. However, individual differences between subjects, in terms of personality
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or medical speciality were not explored. The percentage of variance in both stress and job
satisliiction explained by the independent variables (practice characteristics, demographic
variables) was also small , although because of the multivariate nature of occupational stress,
it should be noted that this is often the case in such studies (Frese and Zapf 1988)
3.3	 Sources of Occupational Stress
3 3 1 Intrinsic Job Characteristics
Although at certain times medical work can be routine and repetitive, doctors in all
specialities have high levels of responsibility, requiring intensive skill use and decision making,
where a wrong decision or diagnosis may sometimes put life at risk, or lead to litigation. In
some specialities, such as maternity services, tins may be a daily worry (Mawardi 1979,
Richardsen and Burke 1991, BMA 1992) Doctors are also expected to be fimiiar with a
vast area of knowledge and increasingly complex technology, but in some instances have to
act and make decisions in isolation without support of colleagues The corollaiy of freedom
of decision making is therefore a heavy burden of responsibility, and a high degree of
accountability for errors Many aspects of medical work are also emotionally stressful, for
example, dealing with death, suffering and serious Illness, performmg invasive procedures,
and communication of difficult and emotional decisions to patients and relatives (McCue
1982) There may also be personal moral and ethical dilemmas involved m patient treatment,
for example in dealing with abortion.
Although chmcal aspects of medical work are a source of stress, in some studies these areas
have been shown to contribute less to overall stress than the extrinsic or organisational
factors of medical work, both for GPs (Cooper et al. 1989, Rankm et aL 1987), and for
hospital doctors (Firth 1986, Richardsen and Burke 1991) Doctors' training generally
equips them to deal with chmcal issues, and facilitates the development of effective coping
meclumisms to deal with climcal responsibilities However, they may be less well equipped to
cope with the hassles of clay to day management of their job, and the increased
"bureaucratisation" of the health service (Cooper and Illngley 1988, BMA 1992) Doctors in
general practice may iind the repetitive or 'trivial' nature of some consultations to be a source
of irritation or 'hassle', and the expectations or demands of patients and their relatives may
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also be seen as excessive, or unrealistic in view of the resources available to the doctor for
treatment (Cartwnght, 1967, McCue 1982, Cooper et at 1989, BMA 1996) Doctors may
also be at physical risk from exposure to disease such as hepatitis and H1V in the course of
their work There is evidence of increased risk of occupational mjuiy from abusive or violent
patients, for example m accident and emergency departments, from psychiatrically disturbed
patients, or durmg home visits for GPs (Myerson 1991a, D'Urso and Hobbs 1989)
3 3 2 Workload
For many years doctors have expressed concern about their total workload and being
constantly under time pressure, aspects thich have been identified as major sources of stress
for doctors both m general practice and in hospital settings (Cartwnght 1976, Cartwnght and
Anderson 1981, Bates 1982, Firth-Cozens 1987, Richardsen and Burke 1991, Agius et at
1996) Several aspects of workload may be considered, including overall amount of work,
patient list sizes, number of consultations, home visits etc, workmg hours, mcludmg unsocial
hours and night work, time pressure, and time spent not actually working, but 'on call'
Being on call is described as bemg in a state of heightened alert, where it is difficult to relax
or wmd down for long penods at a time Coping with mght calls also means that sleep
patterns may be disturbed, leading to impaired physical and mental functioning (Spurgeon
and Harnngton 1989)
Both 'quantitative' aspects of workload, i.e 'how much' work, and the 'qualitatative'
aspects should be considered. Relying on subjective judgements of demand or intensity,
qualitative aspects of workload (e g type of patient consultation - clinical vs psychosocial)
are however much less amenable to measurement, and therefore tend to be used less in
studies of doctors' stress than more easily measured 'objective' quantitative measures, such
as number of consultations, or hours worked. Occupancy of multiple roles in occupational
and domestic settings also contributes to perceived workload. Many doctors hold posts in
addition to their main medical job, for example, lecturing, other clinical posts, and
consultancies While there may be mtellectual benefits to be gamed from engaging in a
variety of activities in nu'ltiple posts, the demands they impose may also be cumulative A
study of the workload of 163 GPs before and after the mtroduction of the 1990 'new
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contract' (Health Departments of Great Bntain 1989) using work diaries suggested that work
hours and the overall proportion of general medical seivices duties had mcreased as a result
of recent health service change, although there was no statistically significant change in time
spent on call and time spent on practice administration over this period (Hannay et al. 1992)
However, Hallam (1994) suggests that time spent on-call is a reducing component of GPs
workload, and the increasing trend towards use of GP cooperatives for out-of hours work
indicates that tins may become less of a stressor in the future
Consultation rates, home visiting rates, and general practice list sizes have been fiulmg in
general practice in recent years (Porter et at 1987, Hallam 1994), and economic pressure to
maintain high practice list sizes leads to increased pressure on the number and length of
surgeiy consultations Researchers in Edinburgh have used a range of methods to assess the
Impact of workload in a sample of 95 GPs (Porter et at 1987, Howie Ct al. 1992a, 1992b),
relating work patterns to GPs' attitudes towards patient care and the experience ofjob stress
Results suggested that larger than average list sizes, time pressures (appointments running
late) and more patient-centred attitudes in doctors correlated positively with stress (Howie et
al. 1992a) 'Faster' doctoring was also associated with less recognition of; and less
involvement in patients 'psychosocial' problems and higher rates of presciibmg
Poor time management is identified as a major factor in stress for doctors For GPs,
organisational factors such as overbooked and late rtmnmg surgeries may lead to shortened
consultations and reduced quality of care for patients, and mcreased pressure for doctors A
controlled study of the introduction of longer booking times for surgenes m 16 GPs found
that improvement in time management led to a reduction in stress and raised levels of arousal
for GPs as measured by a mood adjective checklist (Wilson et at 1991) Agius et at (1996)
also identified demands on lime as a major stressor in their study of 375 consultants, and
within this heading included 'uterruptions', 'meeting deadlines', 'iinding time for research
and teaching demands', 'having so much to do that eveiything cannot be done well', and
'conflicts between work and flumily time' as main components.
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3 3 2 1	 Gender Differences in Workload
Female doctors' occupational workload may be lower than that of males due to additional
domestic demands, and several studies report that female doctors work significantly fewer
hours on average than male counterparts (Weisimm and Teitelbaum 1987, Grant et a]. 1990,
Richardsen and Burke 1991, Cooke and Ronalds 1985a) However, some of these studies
fiiil to consider differences in levels of domestic demands, and do not differentiate between
doctors who are single, mamed or cohabiting, or who are parents Studies which do consider
mantal and parental status suggest that parenthood significantly reduces working hours for
females but not for males (Nadelson et al. 1979, Weistmrn and Teitelbaum 1987, Grant et at
1990) However, female doctors have been shown to have a particularly high participation
rate in their careers compared with other professional women (Hems et at 1977, Ward
1982), and it Is suggested that the number and length of career breaks are decreasing in more
recent cohorts (Ward 1982, Allen 1988), mdicatmg an mcreasmgly high level of career
coiiiiilitiiient from female doctors, with a narrowing gap between male and female doctors'
workload. However, females are significantly more likely than male doctors to work part-
time at some stage dunng their career (57% of female doctors in Allen's (1988) study,
compared with 10% of male doctors), the prlmaiy reason for part-time working being
childrearing A study of 366 GPs and their patients camed out by Cooke and Ronalds
(1985 a, 1985b) in Lancashire, investigated differences in workloads for male and female GPs
Female GPs had smaller personal lists, worked slightly fewer hours and spent less time on-call
than male colleagues, although it should be noted that this may be a result of the 'special'
work of female doctors m dealing with female problems in the practice Comparison of
other processes of care, such as home visitIng rates, and prescrlbmg rates showed few gender
differences, suggesting that the gap in 'productivity' is less than would be supposed, given
female doctors' additional domestic commitments
3 3 3 Structure of the Orgamsation The Doctor's Role
Organisational change may be both a stimulus and a stressor (Kearns 1986), and the National
Health Service in the UK has been subject to radical structural changes since it was first
established. Based on the White Paper 'Promoting Better Health' (1988), the recent
introduction of the 'new contract' (1990), and budget fiindholdmg for GPs has been
Chapter 3	 66
responsible for major changes in practice and ethos within the Health Service, and m
relationships between GPs, consultants and health service niingers The introduction of
computensation, indicative prescribing, screening and regular health checks for patients, has
increased emphasis on efficiency and adnmustrative workload, GPs have acquired mereased
managerial responsibility and "business stress" as a result (BMA 1992) In hospital medicme,
moves towards the establisliment of 'Trust' status has led to mcreased responsibility for some
doctors and a loss of control over resources for others, together with rationalisation of
seice provision, cutbacks, staff changes, and an emphasis on financial accountability
Studies of doctors following the introduction of the 1990 contract have suggested a resultant
increase in work hours, amount of adnimistration and paperwork (BMA 1991, Hsrniuiy et a!
1992, Myerson 1992), a lowering of morale and job satisfiiction, and increased stress
(Kaufmm 1990, BMA 1991, Sutherland and Cooper 1992, Myerson 1992, McBride and
Metcalfe 1995, BMA 1996) The 1989 White Paper 'Working for Patients' and the
government's 'Patients Charter' also emphased a shift towards economic determuiism m the
allocation of resources and the central role of the patient as consumer Although some
would argue that changes in some aspects of working practices are overdue (Bailey 1995), a
major complaint from doctors in general practice and hospital medicine regarding such
orgamsational change has been a sense of devaluation in their occupational role, previously
charactensed by autonomy, control and status (McBnde and Metcalfe 1995, Bailey 1995),
and a feeling that changes were not 'evidence based'
3 3 4 Career Development
Progress to the top of the medical profession is one of the longest career paths, and the
difficulties have been well documented (Allen 1988) Doctors are not regarded as 'trained'
until they reach career grades, that is as principals m general practice, hospital consultants, or
community physicians Reaching this status can take ten years or more depending on the
choice of speciality The training period is veiy demanding, since long working hours
comcide with postgraduate study for professional qualification, and the life-stage iere
relationships and childrearing are being established. Geographically mobility may be necessaiy
to pursue a particular career path, which may also be disruptive to family relationships and
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home life In dual-career doctor partnerships tins may inevitably lead to career sacrifice by
one partner There may be few formal support networks available for doctors m training
(Blache 1988) Tn the pre-registration year, especially in penods of out of hours work,
doctors may have high levels of responsibility m dealing with acute or emergency treatment,
without immediate back-up from supenors (Blass and Robertson 1989)
Despite mtakes of women to medical schools now standing at 50% or over and a reported
decline in discrimination against women m later cohorts of medical school graduates (Alien
1988), women are still underrepresented at consultant grades in medicine, with recent figures
suggesting that 18% of consultants in the UK are female, and in some specialities females are
grossly undeirepresented (e g general surgery 3%) This may be partly explained by the lack
of female role models, and traditional male stereotyped medical roles in some specialities
resulting in difficulty for females m following their preferred career path. Personal patronage
in some medical specialities and the 'old boys network' is still considered to be an Important
part of the career system winch discriminates against women. Allen (1988) noted that both
mamage and parenthood were described as bamers to career progress for many female
doctors, and also for some male doctors, and one strategy for coping with career demands is
to limit personal relationships and family life (Rhodes 1989) However, whereas traditionally
women might have suspended careers to raise a family, they are now more likely to delay
having a family until a career is established, and to return to full-time working as soon as
possible after childbirth. Some schemes have been established (e g the 'GP Retainer
Scheme', DHSS 1972) to facilitate career involvement for females taking family leave, or
encouraging female doctors to overcome obstacles to training in certain specialities (e g
Women in Surgery Traming Scheme, Joint Working Party, 1991) However such schemes
have been criticised for not changing the things which most discriminate against female
doctors' career progress, i.e irregular hours, lack of part-time work and prejudice (Hemyk-
Gutt and Silverstone, 1976, Dillner 1991)
For GPs, in particular, a further potential career stressor lies m the possibility of career
stagnation GP principals may see their career development as complete with the
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achievement of 'principal' status at an early stage and find the subsequent lack of career
targets and motivations to be a source of frustration or stress
3 3 5 Relationships at Work
Although an Important source ofjob satisfaction, relationships with colleagues at work are
also a potential source of stress for doctors (Mawardi 1979, Branthwaite and Ross 1988,
Cooper et al. 1989, Ricbardsen and Burke 1991) In particular, relationships between
medical students and consultants have been shown to be a source of stress, and unsupportive
relationships with colleagues may foster doubts as to abilities, reducmg self-esteem (Firth-
Cozens 1987, Blache 1988) Dowlmg (1990) has suggested that the competitive style of
much medical training is no longer appropriate and at odds with the more recent emphasis on
teamwork in medical care, and some radical changes in undergraduate education for doctors
are currently in progress Whilst improving relationships between colleagues, increased
emphasis on the health care team in general practice may also introduce role conflicts,
uncertainty or ambiguity, and a sense of a diminished role for some OPs more accustomed to
an autocratic or autonomous style ofworking (Porter et aL 1987, Slater 1993)
Difficulty in relationships with work colleagues, and lack of social support have been
identified as siginficant sources of stress and strain for doctors (Firth-Cozens 1990,
Richardsen and Burke 1991, Rout 1996) A study by Revicki and May (1985) has suggested
that family support is a more Important factor than peer support in alleviating stress-related
depression, winch they suggest may be caused by the autonomous nature of the doctor's
work role However, studies often fail to specify the source of 'support', i.e whether formal
peer 'infomiation giving' networks, formal support from managers, or informal friendships,
which may be differentially important in a work enwonment The number of partners in a
GP practice may also affect the success of working relationships, and doctors working in
group settings have been shown to report greater job satisfaction (Mawardi 1979, McCrame
and Brandsma 1988) Alternatively, Myerson (1991b) has reported that GPs working in
practices with more partners reported greater occupational stress than those in smaller
practices
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3 3 6 Role Conflict
Role conflict can be discussed both in terms of conflict within the individual in terms of
personal values and the values or expectancies of their occupational role, and also
between the confhctmg demands of multiple occupational, domestic and social roles The
potential for conflict due to changes over time m expectancies of doctors themselves,
patients, and managers has already been discussed m respect of NHS change The
particular confhcts due to gender are of particular mterest m the present study
The role of the doctor has traditionally been characterised by male stereotypical values
such as paternalism, strength, bravery, and power to heal Females have therefore
previously been in a numencal and ideological minority " in male dominated fields
women 's sex becomes salient and classifies them as outsiders" (Epstein 1970, quoted in
Ducker 1980) Although numbers of females entering the profession mteniationally
have increased substantially over the past 30 years, the premise that increased entry of
females to the profession would lead to 'feminization' or changes in the structural
hierarchy of medical care, has not been flilfilled (Lorber 1985, Elston 1991, Riska and
Wegar 1993) Elston (1991,1993) argued that despite increased state intervention and
'de-professionalisation' m the provision of medical care, autonomy and control has
remained the prerogative of more semor male doctors, whereas females tend to occupy
the more routine and bureaucratised 'practitioner' roles In India, a culture where sex-
role segregation is more extreme, the choice of speciality is more strongly associated
with gender-based stereotypes, with female physicians dealing almost exclusively with
women's and children's medical problems (Ckidambaram 1993)
Different types of medical speciality are perceived as being gender-stereotyped as more
suited to males or females depending upon their inherent role task characteristics,
although the degree of stereotyping may depend on the viewpoint (gender, group
membership) of the observer In an interview study of 30 male and 28 female physicians,
Quadagno (1976) found that males rated paediatncs and psychiatry as stereotypically
female specialities, whereas females viewed these specialities as more gender 'neutral' It
would also seem reasonable to assume that stereotypical attitudes might vary by other
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characteristics, such as the individual's age and experience, although few studies draw
such conipansons Similarly the relationship between demographic characteristics of
respondents (for example, marital status, parental status) and perceptions of role
stereotypes, has not been routmely investigated in studies of assignment of gender
stereotypes to medical specialities
Shapiro et al. (1983) studied patients' (133 females, 28 males), medical students' (24
females, 59 males) and physicians' (6 females, 33 males) perceptions of the
characteristics of 'typical' male and female physicians, using the Bern sex-role mventory
Patients tended to have less firm stereotyped views than both physicians and medical
students, and males generally tended to hold stronger 'masculine' and 'femmine'
stereotypical views than females Tins study can be criticised for having biased, non-
random sampling, and small numbers in some cells, but is of mterest in suggesting that
physicians and medical students were more likely to assign gender stereotypes to male
and female physicians than were patients
Conflicts between occupational and domestic roles have been mamly discussed with reference
to females in medicine, whereas multiple role conflicts have not generally been perceived as a
source of stress for male doctors. Female doctors have been shown to experience conflict or
role strain between their work role and gender role, and to experience sexual discrimination
and prejudice at work (Ducker 1980, Myers 1984, Allen 1988, Firth-Cozens 1990) Fjrth-
Cozens' (1990) study of stressors in 70 women junior house officers noted moderate level
correlations between areas of gender-related stress (lack of role models, discrimination,
sexual stereotyping and prejudice) and depression. Robinson et al's (1986) study of 82 female
psychiatrists similarly reported feelings of isolation and prejudice by male colleagues, and a
lack of positive female role models
A further hypothesised source of difference between male and female doctors hes in their
attitudes to the provision of medical care Most studies in tins subject area have focused
on general practitioners, their treatment styles, attitudes to patient care, and the doctor-
patient relationship There is some evidence that female doctors tend to spend more 	 -
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tune with patients, leading to greater satisfaction both for patients (Martin et at 1988,
Meeuwesen et at 1991, Bensmg et at 1993, Delgado et at 1993), and the doctors
themselves (Cooper et at 1989, Wmefield et a]. 1994) Patients have also been shown
to rate female doctors as more humanistic, sensitive, and better communicators than
their male peers (Hems et aL 1977, Shapiro 1983, Wailer 1988, Meeuwesen et a].
1991) Some studies in general practice have suggested that female doctors carry out
more 'psycho-social' type consultations (Branthwaite and Ross 1988, Wailer 1988,
Bensmg et at 1993) although tins may be a result of preference by patients with psycho-
social problems for female doctors, or biased allocation of more 'psychosocial' cases to
female doctors within the practice rather than personal preferences or attitudes of the
doctor concerned In contrast to the above studies, other research which has examined
general practitioner attitudes and practice styles has found few differences between
males and females (Cartwnght and Anderson 1981, Raiikin et at 1987, Martin et a].
1988, Bucks et at 1990, Simpson and Grant 199 1,Wmefield et at 1995)
337 Home and Work Conflict
In common with many other studies, a recent survey earned out by the BMA News Review
(1996) reported that work stress adversely affected doctors' personal life Long hours,
working under time pressure, handlmg a lot of administration and paperwork, and takmg
work home are seen as being characteristic of doctors' day to day job (Cartwright and
Anderson 1981, Cooper et a]. 1989, Richardsen and Burke 1991, BMA 1992, Agius et a].
1996), leaving less time and energy for family mteraction. Work which is 'people mtensive'
and emotionally demanding may leave the individual feeling drained and uncommunicative
with spouse or family, and relationship or family problems may adversely affect work
performance Conflict with colleagues or patients may also spill over into relationships at
home Several studies have noted a high degree of 'burnout', including feelings of exhaustion
and depersonalisation in medical practitioners (Wmefleld and Anstey 1991, Kirwan and
Armstrong 1995, Deary et a]. 1996) De Sole et a]. (1969) noted that bemg constantly
available to patients was a factor in role strain and m the high rates of suicide amongst
physicians
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There may also be differences in the demands of different medical specialities Compared
with doctors working in hospital settmgs, general practitioners working in the conimimily,
where doctors are constantly visible and "on call" to patients may feel they have less time for
self or family Interruptions at work and at home have been noted to be a source of stress in
several studies (Cartwnght 1967, Cartwnght and Anderson 1981, Cooper et al 1989,
Myerson 1991b, Howie et al. 1992b) Recent arrangements m general practice to develop
alternative "on call-cooperatives" are currently addressing this issue of 24 hour commitment
to patient care (Hallam 1994)
3371	 Marital Conflict
The image of the home as a haven from stress may also be inaccurate in some cases, with
family disharmony affecting perceptions and behaviour m the workplace Exmmation of
divorce rates for doctors in relation to work stressors however, do not suggest a high degree
of marital disharmony as a result of occupational stressors (Rosow and Rose 1972, Gabbard
et al 1987) The most commonly cited cause of marital conilict among doctors is having to
work long hours, although studies have failed to find any correlation between long hours of
work and either poor marriage or divorce (Gabbard et aL 1987)
There is evidence of high levels of conflict within medical mamages which may partly be a
result of the Impact of characteristics of medical work on doctors' spouses and famihes
(Bates 1982, Smith et al 1988, Yandoh 1989, Johnson 1991) A sense of isolation from
spouse or fannly may develop during medical training, engendering attitudes which may
subsequently lead to more long-term relationship difficulties It is also suggested that female
doctors fare less well than their male colleagues in terms of maintaining successful marriage,
with approximately one third of women doctors remammg single (Allen 1988) and higher
divorce rates for females than male doctors (Rosow and Rose 1972, Myers 1984) Marital or
family problems may also adversely affect work performance (Gabbard et aL 1987, Kuwan
and Armstrong 1995)
However, other factors, such as personality variables, merit consideration in studies of
dynamics within medical mamages In some studies both female spouses and firniilies of
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doctors have been showii to be more vulnerable to stress in their marital relationships than
the doctors themselves (Sakmofaky 1980, Bates 1982, Smith et aL 1988) This is generally
attributed to doctors' excessive involvement in their careers at the expense of family
relationships, although no similar studies have been camed out with male spouses of female
doctors Elliot (1978), comparing hospital doctors and their wives noted differential reporting
of the impact of work commitments on flunily life A higher proportion of wives than
husbands in the study reported problems with household management, restricted social hves,
limited father-child interaction, and limited husband-wife interaction as a result of heavy
workloads Unfortunately this rather anecdotal study reported only percentage responses for
each group, and did not use any statistical techniques for analysis
3372	 Gender Differences m Home / Work Conilict
Many authors have identified interference of work with family life as a source of stress for
both male and female doctors, but not all have differentiated between the Impact on males
and females, and most studies have failed to consider the bi-directionahty of the home/work
interface, or to assess the relative contributions of home to work and work to home stress
(May and Revicki 1985, Cooper et aL 1989, Myerson 1991b, Sutherland and Cooper 1993)
One study making gender comparisons (Cooper Ct al 1989) found that home/work stress
was the most significant predictor ofjob dissatisfaction and poor mental health for women
doctors, but the least important predictor of these outcomes for males
Studies in female doctors have identified conflict between home and work to be a main
source of stress (Myers 1984, Robinson et al. 1986, Firth-Cozens 1990) However, in
assessing the impact of the home/work interface for both males and females, it is also
Important to consider the relative levels of Importance or commitment attributed to
occupational and flunily roles Cartwnght (1987) identified 3 types of role combinations for
female physicians the 'supeiwoman' who gave equal high status to both family and career,
the individual with 'limited career ambition', giving career lower pnonty than family, and
those who placed 'medicine first', choosing not to many or to have children. The
'sup erwoman' role was seen as being simultaneously most stressflul and satis1'mg
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In a study of 93 female physicians, Ducker (1980) noted that both occupation of multiple
roles, and level of cotiniutinent to such roles, was important in assessing role conflict In an
interview-based study, using a qualitative methodology, Rout (1996) also identified role
conflict as a major source of stress for female doctors with a high degree of both work and
home commitment However, this was a small-scale exploratory study of 25 GPs, of whom
11 were female, which may not be generalisable
3373	 Dual Career Partnerslups
It is perhaps more common for doctors than for other professionals to be in a 'dual career
partnership' where both partners are in the same profession. Similarly, many doctors also
many nurses, or others m professions allied to medicine In her study of medical mamages,
Yandoh (1989) notes that the increased stressors of medical careers may be exacerbated
when both partners are mvolved in the same career, but as with other professional
partnerships, the female partner is more likely to compromise her career by changing
speciality, moving job, or working part-time
3.4 Mediators and Moderators : Individual Differences
34 1 Personality Characteristics
It is suggested in the preceding chapters that differences within the individual affect their
perception and expenence of stressors and psychological distress or strain Although
social characteristics (for example, social class, status, financial well-being, high levels of
education) may moderate doctors' susceptibility to physical or psychological illness,
several authors have suggested that psychological characteristics of individuals who
chose a medical career may predispose them to expenence work-related psychological
distress (Waring 1974, Krakowski 1982, Johnson 1991) As with other professions,
doctors' career choice may have been mfluenced by both conscious and subconscious
motives Having parent or relative who was also a doctor may be Important, although
Allen (1988) suggests that the likelihood of tins being the case has reduced over time,
with later cohorts in her study being more likely to have chosen a medical career for
reasons other than family tradition, i.e aptitude for science subjects or the view that it is
an interesting career
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Choice of medicine as a career has also been seen as reparation for illness or trauma m
childhood (Krakowski 1982, Paris and Frank 1983, Johnson 1991) In a comparative
study of medical and law students, Pans and Frank (1983) suggest that reparation for
childhood expenence of illness in the immediate family is a subconscious motivation for
medical students' career choice However, their results only reach significance for male
doctors, and for those whose parents were not doctors themselves In addition, Paris
and Frank failed to ask about subjects' own expenence of childhood illness, and do not
address the issues of perception or appraisal of seventy or duration of the illness
Johnson (1991) considered two main areas of reparation impotence or powerlessness m
the face of illness or death, and reparation for emotional neglect by providing care and
attention to others, as an explanation of doctors' high rates of depression, and
maladaptive coping behaviour Johnson concluded that the need for reparation made
doctors more likely to suffer from low self-esteem and a need for recognition by others
This was reconciled by denial of personal vulnerability and emotional and professional
detachment, subconsciously depnvmg themselves of social support, and increasing their
susceptibility to depressive illness Obsessional traits, omnipotence and fear of emotional
relationships with patients may also mfluence attitudes to spouse or family and lead to marital
conflict (Belfer 1989) Similarly, Rucmsky and Cybulska (1985) refer to a "susceptible
personality" in medical students, charactensed by inflexibihty and obsessive-compulswe
traits Other aspects of personality have been studied in relation to doctors For
example Cooper et a]. (1989) suggested that Type A personality was predictive of lower
levels of mental well-being in GPs This finding has been confirmed in other studies
(Rees and Cooper 1992, Sutherland and Cooper 1993), although only a small percentage
of vanance in mental well-being (approx. 1%) is explained by Type A personality in all
of these studies Similarly, mternal locus of control has been associated with reduced
levels of stress (Frey et a]. 1981, Revicki and May 1985), and neuroticism has been
foud to correlate highly with occupational stress, emotional exhaustion and
depersonalisation, and less job-related achievement m hospital consultants (Deary et al
1996)
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3 42 Coping and Social Support
The association between personality factors (i.e neuroticism) and the use of emotion-focused
coping strategies, leading to negative appraisal of job stressors, was also investigated by
Deary et al (1996) in their study of hospital consultants. However, few other studies have
considered doctors' use of coping strategies as an intervening variable in the study of
occupational stress and job satisfaction. Although personal maladaptive coping behaviours
such as drug or alcohol abuse, or work related strategies such as increased presciibmg have
been exiinimed, adaptive copmg methods have been less frequently studied.
As an occupational group, doctors may be said to possess more resources for coping than
most, in terms of length of education and training for the job, status within the community
and financial security In a survey of stress in health professions using the Occupational Stress
Indicator, Rees and Cooper (1992) suggested that health workers in general used more
coping strategies than normative groups, and that nurses in particular used more coping
strategies than doctors A gender breakdown of each occupation was not given, although
since the sample of nurses was likely to have been largely female, and the doctors largely
male, this gender difference may account for difference in levels of coping strategies used in
this study
Studies v4nch have addressed coping strategies or styles in doctors have identified social
support as an Important intervening variable Both degree and quality of social support have
been associated with a reduction in perceived levels of stress, greater job satisfaction and
improved mental well-being in both male and female doctors (Revicki and May 1985, Kuman
and Sharma 1990, Myerson 1991b, Sutherland and Cooper 1993) Sutherland and Cooper's
(1993) study reported that female GPs used more social support and home/work based
strategies for coping with stress than males
343 AgeasaVanable
Studies in general practice and hospital medicine tend to suggest that younger doctors are
more susceptible to stress, and show more work-related anxiety than older colleagues (Bates
1982, Branthwaite and Ross 1988, Wmefleld and Anstey 1991) Smiilarlyjob satisfaction has
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been showii to be age related (Clark et at 1996) It would seem realistic to assume that
medical training will have peaks of veiy high stress where heavy workload and responsibility
coincide with low selfesteem, isolation and mexpenence, which may cariy over into early
years in a job In an unpublished study of 200 'young' principals m general practice (age
range 27 to 49), Plant (1991) mdicated that younger GPs had particular difficulties in tiymg
to bring about change in their practice, copmg with overall workload, personnel management
and relationships within the practice This study may be criticised however, for havmg a
rather wide definition of 'young' which may fill to differentiate between doctors at different
career and life stages
In contrast, Cooper et at (1989) found that GPs most at risk of stress were older males
Branthwaite and Ross (1988) also suggested older GPs found psychosocial aspects of work
to be less satisQ,'mg than did younger GPs Older doctors may find it difficult to cope with the
pace ofmtroduction of change, and with technological developments in health provision, and
studies in industiy have indicated that job satisfaction is likely to be much reduced during
periods of change (Nelson and Cooper 1995) It is also possible that younger doctors are
more ready to admit to feeling stressed than their older colleagues, although conversely, it
may be more difficult for an individual who is relatively new to the job to admit to being
unable to cope with pressure
3.5	 Outcomes of Stress in Medical Professionals
35 1 Physical Ill-Health
Although medical knowledge is no guarantee of good health, evidence suggests that doctors
have improved rates of morbidity and mortality m companson with the general population
(BMA 1993) and other professionals (Krakowski, 1982, Rout and Rout 1993) However,
mortality for some causes (cirrhosis of the hver, road accidents, suicide) is substantially
higher for doctors than for other comparable professional groups (Alllbone 1981, Porter et at
1987, BMA 1993), and concerns have been expressed regarding the tendency of doctors to
self-treat or neglect their own health (Allibone et at 1981, Richards 1989, Myerson 1990)
Since doctors have multiple sources of self referral, colliction of accurate morbidity data may
be more difficult for doctors than for other groups
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352 Mental Ill-Health
The picture is less clear regarding mental ill health. Several recent studies have suggested
that doctors have higher rates of mental distress, anxiety and depression than nonns
(Krakowski 1982, McCue 1982, Rucmski and Cybulska 1985, Firth 1986, Cooper Ct al.
1989, Sutherland and Cooper 1993, Caplan 1994) Because of the demands of long working
hours, heavy workloads, and the emotional demands of medical practice, younger doctors,
and doctors in training are thought to be more vulnerable to psychological distress than their
older colleagues (Bates 1982, Branthwaite and Ross 1988, Firth-Cozens 1987) This
psychological distress has been linked with characteristics of medical practice, including
heavy workloads, although, as with other research into occupational stress, direct causal links
between work stress and mental illness have not been firmly established. Some studies of
stress related mental Illness in doctors fail to take account of baseline gender differences in the
prevalence of anxiety and depression (Revicki. and May 1985, Caplan 1994) Those which
have considered gender differences in the mental health of doctors have presented conflicting
evidence Whereas some studies suggest that female doctors suffer from more mental health
problems than male doctors or other female professionals (Firth-Cozens 1987, Smith et aL
1988, Borrill et aL 1996), other studies find no significant differences between female and
male doctors, or between female doctors and other professional women in terms of stress-
related mental distress (Simpson and Grant 1990, Sutherland and Cooper 1993, Kirwan and
Armstrong 1995)
There may also be differences between medical specialities in terms of the mental health of
their occupants, ascribed either to differences in the characteristics of specialities which make
them more or less demanding and threatening to mental health, or to the individual
characteristics of individuals who choose, or find themselves in, certain areas of medical
speciality Comparative studies have identified general practice as one of the most stressfiul
areas of medicme (Mechamc 1972, Talbott et al 1987) Anaesthetics (Talbott et al 1987)
and psychiatiy (Momce 1984) have also been singled out for being respectively more and
less stressfiil than other specialities. However, evidence regarding the 'stressflulness' of
different types of medical speciality (i.e general practice vs hospital medicine) is also not
conclusive Although Momce (1984) suggested that hospital consultants had lower self-
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reported clinical depression than GPs, Caplan's (1994) conipanson of consultants, GPs and
health seivice nrnngers usmg the General Health Questionnaire (GHQ) and the Hospital
Anxiety and Depression Scale (HADS) showed that GPs reported more depression than
managers, but found no significant difference in levels of depression between GPs and
consultants
Two recently published studies which have compared psychiatric morbidity in hospital
consultants in different specialities, have found no significant differences between
gastroenterologists, surgeons, radiologists and oncologists using the GHQ-12 item scale
(Ramirez et al 1996) or between consultant physicians, surgeons and radiologists using the
GHQ-28 item scale (Blenkin et al 1995) Both of these studies report similar levels of
psycluatnc 'caseness' as identified by the GHQ to those reported in a recent large-scale
National Health Service study of NHS employees (Bonill et al. 1996) This study reported
that 278% of doctors exhibited 'caseness' using the GHQ-12 item questionnaire, in
comparison with 33 4% of mrnagers and 26 8% of NHS staff overall. Female doctors
reported significantly poorer mental health than males m tins study, with 36% of females
doctors being identified as 'cases' compared with 24% of males However, a study
conipanng different categones of health professionals, including nurses, doctors and
managers, using the Mental Health scale of the Occupational Stress Indicator (Rees and
Cooper 1992) reported no main effect of occupational group, with health workers as a whole
exhibiting lower 'mental ill health' scores than norms for tins scale
353 Burnout
Several researchers have used measures of 'burnout' as an indication of mental distress in
doctors Since these measures encapsulate feelings such as depersonalisation, and emotional
exhaustion, common to 'people intensive' professions, they may be particularly sensitive to
strain in medical professionals (Mayou 1987) A study of 156 doctors, including 84 GPs and
72 hospital doctors, conducted by a psychiatrist in Scotland concluded that GPs were more
stressed, although both groups were experiencing high levels of 'burnout', defined as the
"end-point of a process occurring in a series of stages or crises" (Momce 1984, p 46)
However, this study can be criticised on many counts, mcluding the use of single-item,
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dichotomous measures of 'lack of work enjoyment', 'exhaustion', 'boredom' and
'depression' as an aggregate indicator of 'burnout' Psychiatnsts as a speciality were singled
out as reportmg less 'burnout' , and low 'depression' compared with other specialities.
However, no gender breakdowii of the sample was reported, although the psycluatnc
profession tends to include a higher proportion of female doctors than other specialities As
Momce also notes, the psychiatrists in the study may have been unwilling to report the
expenenee of depression to a colleague (i.e the author)
In a study of 966 GPs earned out in Australia, Wmefleld and Anstey (1991) found that
younger male doctors were more likely to suffer 'burnout' and depersonahsation in general
practice than younger females, and suggest that this may be a result of less 'psychosocial'
attitudes and lack of identification or empathy with patients in males, compared with female
doctors, although they note difficulties in the over-simplification of doctor attitudes to
patient care A more recent study of 245 GPs in the UK by Kirwan and Armstrong (1995)
using the Maslach Burnout Jnventoiy, found no differences in levels of 'burnout' between
males and females, although both male and female groups in their sample had mean scores
above the population nonns for this measure However, it has also been suggested that the
concept of burnout overlaps with a general tendency towards negative affectivity and
neuroticism (Deamy et al 1996), and to general life dissatisfaction (McCrame and Brandsma
19 88) which may lead to confounding of dependent and independent variables in studies
using burnout measures
3 5 4 Alcohol and Drug Use
It is often difficult to accurately assess rates of alcoholism and drug abuse, because of the
subjective and potentialunreliability of selfreport data Official morbidity and mortality data,
or hospital in-patient data focusing on doctors undergoing medical treatment for alcohol or
drug abuse problems has been often used as an iidicator of the extent of alcohol and drug use
in doctors, and is therefore likely to under-report less severe ininifestations of these
problems However, data from many studies suggests that doctors both in the UK and
abroad exhibit a greater prevalence of alcohol abuse (Allibone 1981, Lennane 1985, Lewy
1986, Porter et aL 1987, Juntunen et al. 1988) and drug abuse, than comparable social
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groups (Vaillant et a]. 1970, Rucmski and Cybulska 1985) Munay (1976) noted that
psychiatric admissions for alcoholism for male doctors rn Scotland were 27 times greater
than for a comparison group of social class 1 males, and found that 58% of psychiatnc
hospitahsations for male doctors in the 45 to 54 age group were attributed to alcoholism.
Brooke et a]. (1991) also studied 144 doctors admitted to hospital with drug and alcohol
problems Equal numbers rn their sample were in general practice and hospital medicine, and
a higher proportion of GPs than expected were in single-handed practices The main source
of drug misuse was via self .prescribrng, and alcohol problems were found to be less common
for females than males, however it is well established that males m general are more likely to
use alcohol as a means of copmg with stress than are females Cooper et a]. (1989) also
found that consumption of alcohol was sigmflcantly greater for males than for female GPs,
and in their study, doctors rn group practices reported consuming more than those in single
handed practices This study used self .report questionnaires, winch may be a less reliable
source of mformation than rn-patient statistics, and comprises a less severe population, Le
where alcohol use is not necessarily seen as problematic In a study of medical students by
Firth (1986), it was noted that almost half had rncreased their rntake of alcohol over the past
two years, and students who showed signs of emotional distress on the GHQ reported
drinking most, although no causal relationship between these fiictors was established A
follow-up study ofjumor house officers also found no relationship between reported drinking
habit and self.reported stress or depression (Firth-Cozens 1987), and other research has
suggested that medical students' levels of alcohol consumption may be no greater than other
students (Brewster 1986) However, there does seem to be a level of agreement that some
medical specialities, m particular anaesthetics (Lewy 1986, Talbott et at 1987, Belfer 1989)
and general practice (Talbott et at 1987, Juntunen et a]. 1988), have higher rates of
alcoholism and drug abuse than others
3 5 5 Suicide
Suicide rates for doctors in the USA have been found to be twice that of the general
population, and three times that of groups of lawyers or architects (Rose and Rosow 1973)
Some studies suggest that certain specialities have an rncreased nsk of suicide, e g
anaesthetics (Helhwefl 1983), phannacy (Salonofsky 1980), and psychiatry (Pond 1969,
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DeSole et al. 1969) Richmgs et al. (1986) in a UK study confirmed the excess mortality of
doctors from suicide in doctors under 40, but found no difference by medical speciality
Female doctors have also been shown to be 3 to 4 times more likely to coinmt suicide than
females in the general population (Richings et al. 1986, BMA 1993, Lmdeman et al 1996)
Explanation of the elevated suicide rate for doctors is necessarily speculative The availability
of means for suicide (access to drugs etc), and technical skills and knowledge ensuring the
act Is successliil may be relevant (Rose and Rosow 1973) Personality charactenstics of
doctors, including obsessive-compulsive behaviour and proneness to depression have also
been imphcated as Important (Valiant et aL 1970, Sakinofaky 1980, Rucmski and Cybuiska
1985, Lindeman et aL 1996), as has the stressfiilness of the doctor's occupational role
(DeSole et aL 1969, Sakinofky 1980)
3 5 6 Impact of Doctors' Stress on Medical Practice
An additional motivation for the study of occupational stress in medical professionals is
the impact of doctor impairment on patient care Although the image of the overworked,
sleep deprived doctor persists in the popular media, relatively few studies have
investigated the Impact of stress on doctors' behaviour, job performance and ultimate
patient care Mechanic's (1972) classic studies of doctors related frustration with work to
'short cuts' in work performance, including inadequate examinations and prescribing without
consultation. However, measurement of doctors' work performance is often necessarily
subjective and therefore difficult to generalise Other studies have suggested that efficient
prescrlbmg is a useflul objective mducator of performance, although reaching agreement as to
what constitutes 'efficient' presciibmg is difficult Melville (1980) studied the association
between 'dysfunctional' prescribing of certain types of medication and job dissatisfaction in a
sample of 124 GPs Reduced job satisfaction was associated with higher levels of prescribmg
of some types of medication, and with reduced monitoring of prescribmg Doctors in this
study were however from a young age group, within a ten-year age range (30-40), 4iich
may have influenced the findings, and no gender breakdown of results was offered.
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A Dutch study by Grol et a]. (1985), also found that negative feelings about work correlated
with high prescribmg rates in a sample of 57 single-handed GPs Work satisfaction was
associated with openness towards patients, greater attention towards psychosocial aspects of
care, and more referrals to other professionals Grol et al's study can be criticised however,
for including conceptually vague questions, unrelated to particular incidents, and being
especially prone to distortions of memory recall. Their ratmgs of quahty of medical care were
also subject to an observation effect which was not accounted for in the results
Strategies adopted to cope with sleep depnvation or extreme tiredness may affect patient care
(Blass and Robertson 1989) In a review of literature on junior hospital doctors, Spurgeon
and Harrmgton (1989) note the Impact of long working hours and sleep depnvation on work
performance Sleep loss is linked to lowered arousal, attentional deficit, and poor
mfomiation recall, and it is also noted that fatigued subjects take greater, less considered
risks Spurgeon and Ilarrington conclude that for junior doctors "work performance is
adversely affected by long hours and sleeplessness" (p 123) However, they also note the
contribution of individual factors such as personality to work performance and suggest that
the same problem may not arise among the "survivor population" of hospital consultants
Much anecdotal evidence exists of the impact of the 24 hour 'on-call' system on GPs well-
being, mcludmg sleep patterns and subsequent work performance Hallam (1994) notes
"this aspect of their workload contributes disproportionately to their feelings of stress,
fatigue andfear of violence" (p 250)
3.6 Summary of Research and Methodolo2ical Problems
Table 3 1 provides a summary of some studies of occupational stress in doctors, giving date
of pubhcation, authors and title, sample size, response rates, and gender breakdown where
available, together with methods, measures used, and a brief summary of main findings
Studies included here, all taken from peer review journals, have the themes of occupational
stress and job satisfaction, workload, career patterns, and role conflict in common Some
earlier studies were excluded from this summary In particular the classic studies of doctors
by Cartwnght and Mechamc, whose richly qualitative analysis of data provided an ideological
basis for much the later research, proved difficult to bnefiy summanse in tIns format
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The studies selected cover a time period of 17 years from 1979 to 1996, and reflect a shift in
the study of occupational stress from an empincal/descriptive to analytical/model building
methodology Response rates in these studies are generally high, but with a wide range (from
approximately 35% to 93%), suggesting some samples may be more representative than
others. In studies which do not specifically consider gender differences, males make up the
large majority of the sample Research methodologies used valy between the exploratory
'qualitative' unstructured or semi-structured interview, to the completely 'quantitative' large
scale postal questionnaire at the other end of the spectrum. Most studies described are cross-
sectional although longitudinal cohort samples have been used to eximme doctors' career
progress (e g Ward 1982, Allen 1988) and to examine changes over time in stress and
psychiatric morbidity (e g Firth-Cozens 1986, 1987) The reduction m sample numbers over
time in these studies illustrates one of the methodological difficulties m longitudinal research.
Others have used similar measures and methodology with different samples to indicate a
change over time in job stress and satisfiiction (e g Cooper et aL 1989, Sutherland and
Cooper 1992)
The measurement of stress m doctors, as with other occupations, often involves compromise
between the use of generic stress measures which allow comparisons to be made between
occupational groups, but may be too broadly based to identif' job specific areas or stress, and
measures specifically developed for the group under study, which may produce results which
are not generalisable to other samples This use of a wide range of measures and methods
makes comparison between studies difficult
A further problem hes in the different types of medical speciality eximmed in different
studies, and the possible wide variation in job charactenstics within and between specialities
Although there may be similarities m the pubhc perception of the role of the doctor in other
cultural settings, different structures in the way medical care is dehvered may make cross-
cultural comparisons less relevant The distinction between 'specialist' and 'generalist' may
be more relevant at the end of the day than the distinction between different types of medical
speciality However, it is comforting to note that the stressors identified using different
methodologies, and in different types of speciality, tend to fit mto the same broad categones
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and identif' common themes, for example workload/time pressure, amount of
administration or paperwork, relationships with others, role conflict/ambiguity, and
home/work conflict Similarly, clinical satisfaction and success, relationships with others,
autonomy, and recognition from others (patients and peers) emerged as common sources of
job satisfaction.
Many of the stuches described employ standardised measures of mental ill-health as outcomes
of stress The General Health Questionnaire (GHQ), Maslach Burnout Jnventoiy (MB1)
Symptom Check List (SCL), the Hospital Anxiety and Depression Scale (HADS) and the
Crown-Crisp Expenential Index (CCE1) bemg most frequently used in tins population.
Studies generally showed positive correlations between stress and psychological distress,
particularly anxiety and depression. Where gender comparisons were made, female doctors
reported more mental Ill-health than males
The studies described here vaned in complexity with some aimmg to describe stressors,
satisfactions, and outcomes, and others attempting to infer causality or describe relationships
between stressors, moderating or mediating variables, and health outcomes As noted
previously tins reflects the trend towards away from stimulus-response models towards more
complex transactional conceptualisations in occupational stress research.
Some studies filled to differentiate between male and female doctors Since it has been
shown that differences exist between males and females in terms of stressors (e g workload,
occupational role, domestic responsibility and workload, degree of role conflict), mediators
or moderators of the stressor-strain relationship (e g social support and copmg), and stress
outcomes (e g levels ofjob satisfaction, anxiety and depression, alcohol use) the importance
of accounting for gender differences should not be ignored in future studies
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CHAPTER 4:
Methodological Issues
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4.1	 Introduction
Because the study of stress covers a vast area, encompassing many different disciplines
and approaches, research into occupational stress seems to be beset with methodological
difficulties which make firm, generahsable conclusions difficult Some of these
difficulties are outlined below The transactiomst model suggests that occupational
stress is a result of an mteraction between the physical work environment and the
cognitive interpretation of that environment Both of these perspectives should therefore
be considered in the measurement of stress (Cox and Ferguson 1994)
4.2 Methods Used in Stress Research
The relative value of 'objective' versus 'subjective' methods of stress measurement
ments discussion 'Objective' methods can be descnbed as being those which are
unrelated to the individual's perception, whereas those which are 'subjective' are related
to individual cognitive and emotional processes Three major methods of investigation
have been employed in occupational stress research a) 'Objective' physiological
measures (e g heart rate, blood or urine catecholannne measurements), b) 'objective'
observational, or non-invasive methods, assessing such items as sickness absence, indices
of work performance or economic output, or environmental factors such as hght, noise
and air quahty, c) 'subjective' self-report questionnaires or interview Each of these
types of methodology has potential difficulties
a)	 Physiological Measurement
Researchers have used physiological measures as 'objective' indicators of strain, the
most frequently reported being cardiovascular (e g heart rate, blood pressure),
biochemical (hormones, unc acid, catecholammes), and gastrointestinal (peptic ulcer)
However, methodological problems arise in the accuracy and reliability of physiological
outcome data (Fned, 1988) Physiological measures may need to be measured very
frequently to take account of variations in background conditions and variations within
the individual, for example, temperature, humidity, caffeme/alcohol consumption
Measures such as blood pressure have been shown to be sensitive to the time of day of
measurement Individual baseline data may need to be obtained to account for
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differences in demographics (age, sex, race etc) and stimulus reactivity Collection of
physiological data may also be perceived as uncomfortable or invasive, thereby reducing
compliance, and makmg such data difficult to collect Many existing research studies
fail to take account of stable factors (e g genetic differences, sex differences), transitory
factors (e g time and situational variations) or procedural factors (e g problems of
accurate measurement) in physiological measures of work stress, making the results of
some studies questionable (Fned et al. 1984, Fried 1988) It is also suggested that
physiological reactions may differ according to the type of stress, for example, whether
acute or chrome, and methods of measurement tailored accordingly So for example,
cardiovascular measures are seen as especially sensitive to acute stress whereas urinary
catecholammes are more stable and might be reliably used to measure chrome stress
(Fned et al. 1984)
b) Observational Methods
Observational measures which are generally unobtrusive have the apparent advantage of
not affecting the nature of the behaviour under observation Examples of such measures
may be recording of components of the physical work environment, sickness absence
rates, and work output or performance However, problems still arise in the accuracy of
objective measures in predicting the variables under study For example, sickness
absence figures may not accurately specthj the cause of such absence, and may presume
absence to be stress-related where it is not There may also be an 'observation effect'
whereby the perception of being observed may alter subjects' behaviour
c) Selfreport Methods
Self.rep ort questionnaire or interview methodologies have been criticised for being
subject to conscious or unconscious positive or negative respondent biases, such as
'defensiveness' (Newton 1989), or 'social desirabihty' (Nederhof 1985) Some subjects
may also display 'response sets', i.e a tendency to respond to questions in a certain
way The use of self.report health measures as dependent variables in measures of stress
may also be questioned for their lack of 'objectivity' For example, Depue and Monroe
(1986) note that pre-existmg illness may affect both appraisal of and coping with
Chapter 4	 98
stressors A correlation between two variables measured by self .report may be a
reflection of common method variance rather than a true relationship Individual or
personality characteristics, such as negative affectivity, neuroticism, extroversion or
introversion are potential confounds which should be recogmsed in stress research
Questions on stressors which are situation specific may also fail to take account of the
individual's appraisal or evaluation of the stressor, and also of any emotional response
It is noted (Newton 1989) that measurement of strain outcomes tends to concentrate on
the expenence of anxiety or dissatisfaction, but does not allow for other emotional
reactions to stress (for example, anger, hostility or alienation)
A combined approach to the measurement of stress using 'triangulation', (observation
from different viewpoints) of physiological, observational and selfreport measures is
recommended (Fried et aL 1984, Bailey and Bhagat 1987, Cox and Ferguson 1994)
However, Cox and Ferguson (1994) note that although the discrepancy between
objective and subjective measures may be a clear predictor of ill-health, tins discrepancy
is often difficult to quantdy, being based on different measurement systems, reliant on
the imposition of the researchers' perceptions of reality upon the subject, or vice versa
it is also of note that the root causes of stress or strain are not only as appraised by the
individual but also have a basis in the structure of organisatlons or society, areas outwith
the individuals sphere of influence Some authors argue that a consideration of social
structural issues and relationships might be profitably mcorp orated to mcrease
understanding of psychologically based models of stress (Handy 1988)
4.3	 Problems Related to the Measurement of Stress
The lack of a single definition of the term 'stress', in particular overlap between the
concepts of 'stress', 'stressors' and 'strains' is reflected by confusion as to what is
actually being measured, and the proliferation of frequently idiosynchratic stress
measures Adequate measures should be based on a stated model or theoiy, be
psychometrically developed and tested, and have investigated or proven reliability and
vandity Kasl (1987) notes the problem of construct validity, with confounding of
dependent and independent variables in some studies, so that in effect they measure
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aspects of the same construct Often questions fail to differentiate between stress
(stressor) and strain (the physical or emotional response) So for example a 'daily
hassle' may correlate highly with the 'strain' it is supposed to predict, and outcome
measures such as job dissatisfaction and mental ill health may be confounded by their
common correlation with neuroticism or negative affect
The diversity of definitions of stress is reflected m the analyses employed in some
studies As the number of studies of stressors and strains has mcreased, statistical
techniques used have become more complex, in attempting to arnve at generalisable and
predictive models As mcreasmg numbers of variables are studied, many correlations or
regression coefficients lmkmg 'stressors' and 'strains' are of a low order, and some
structural models have become so complex as to be unable to contribute significantly to
our understanding of occupational stress
Lack of precise definition and measurement of some variables such as 'social support'
and 'job satisfaction' also means that comparisons cannot easily be made between
studies, or between different mdividuals or occupations The terms 'moderator' and
'mediator' or 'buffer' are often used interchangeably to describe an mtervemng vari&ble
in the stress-illness process Although these concepts are broadly similar, the disnnction
between them (discussed in Chapter 1, pages 8-10) is important in terms of statistical
methodology (Baron and Kenny 1986) and formulation of conclusiois regarding the
effects of mtervening variables The moderating and mediatmg effects of Intervening
variables are statistically investigated by assessing the impact on zero-order correlations
between mdependent and dependent variables, via regression analysis or by investigating
interaction effects using analysis of vanance
The determination of causality of stress hri s been described by Depue and Monroe
(1986) as being difficult to ascertain due to high levels of pre-exlstmg physical and
psychological disorders in the populaion, and by Watson (1988) and others with respect
to confounding links betwer negative affectivity, stress and job dissatisfaction
Problems also arise in asessmg the role of behavioural or personality variables in
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expenence of stressors For example, Type A behaviour may be seen as a result of a pre-
existing personality charactenstic which determines the expenence of stress, or as an
acquired behaviour which is adopted a result of socialisation into a particular role (Haw
1982, Frankenhaeuser et aL 1989)
Most studies of occupational stress have been cross-sectional m design, i.e with
measures taken at one point in time Cross sectional studies allow relationships between
independent and dependent vanables to be established, but it is not possible to determine
the temporal order of stress and strains However, longitudinal stuthe taking repeated
measurements may fail to obtain uncontaminated responses over time, and often suffer
from considerable attntion in the number of subjects as the study progresses
The temporal nature of stressors themselves may be either acute, chronic or episodic
havmg different duration and intensity, properties which are often not measured or
specified in stress research Questionnaires often fail to differentiate between short and
long-term stressors Long-term stressors, or daily 'hassles' (DeLongis et al 1982) may
be less intense but less easily managed, requiring greater adaptation by the individual
than short-term acute stressors It is also suggested that physiological reactions to acute
and chrome stressors may vary (Fned et al. 1984, Fned 1988)
4.4 Self-Report Questionnaire Methodolo2y
Although it can be argued that information gathered using a personal mterview
methodology can give a more probing, in depth and accurate view of an individual's
opinion, there are also major advantages in using self-report questionnaire as research
methodology Respondents can have the advantage of anonymity which may improve the
frankness of the response, particularly for sensitive or personal issues They can give
questions due thought and complete them in their own time Questionnaire surveys also
enable researchers to obtain opinions from large numbers and a wide range of subjects at
minimum levels of cost However, steps should be taken to ensure the representativeness
and lack of bias in selection of subjects
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4.4.1 Representativeness of Subjects
Aspects of demographic background variables in subjects, e.g. age, gender, social class,
or race a.re often not accounted for in research designs. For example, gender-based
variation in subjective perception of stressors, outcomes and in mediators of stress (e.g.
social support) is often not balanced, or even reported (Kanter 1977). In many
occupations, including the medical professions, it can be argued that role conflict and
role strains in particular are very different for males and females. Racial, cultural, or
social-class biased attitudes, for example to the male domestic role, may be crucial in
determiiiing links between work and non-work stress.
Whilst it is important to identi1y the characteristics of a particular occupation such as
medicine, in comparison with other occupations, differences between types of speciality
within medicine, (for example between general practitioners and surgeons), may be
greater than differences between medicine and other broad occupational types. Few
studies of doctors have addressed such potential differences.
4.4.2 Achieving Adequate Response Rates
It is important that the sample size in studies should be large enough to reliably
demonstrate a statistically significant effect, and also that samples should be
representative of the population under examination. It has been argued that there is no
'safe' response rate below 100% (Sheikh and Mattingly 1981). However, in reality study
response rates vaiy considerably. The summaiy of studies of occupational stress in
doctors (Chapter 3, pages 86-94) reports a range of response rates from 35% to 93%.
Various studies have indicated strategies to maximise response. Variables which might
affect the return rate of questionnaires include:
a) Length of Questionnaire: Common sense suggests that the overall length of a
questionnaire may be important in determining response rates (Cartwright 1978)
although some studies have suggested this is not always be the case (Scott 1961; Smith
etaL 1985).
b) Introductory Letter: The nature of the agency sending out a questionnaire has
been shown to influence the response (Scott 1961; Smith et al 1985; Myerson 1993).
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For example, a letter from a patient's general practitioner has been shown to elicit a
better response rate than the same letter from a researcher (Smith et at 1985). Scott
(196 1) also notes conclusive evidence that follow-ups increase ilnal questionnaire
response rates, although where a questionnaire is returned anonymously it may not be
possible to send follow-up reminders.
c) Age. Sex and Ethnicity of Subjects: Some studies have found a poorer response
from older subjects (Kaplan and Cole 1970; Cartwright 1978; Myerson 1993), and a
better response from females than males (Smith et at 1985; Myerson 1993) or from
different ethnic groups (Vernon et a].. 1984). The perceived relevance and interest of the
topic under question to the target population may also affect the response rate. More
specifically in terms of stress research in doctors, Myerson (1993) showed that groups
who responded to reminder letters (i.e. late responders) tended to rate themselves as
being more stressed than earlier responders.
d) Characteristics of Non-responders
It is important to determine that responders to questionnaire surveys do not differ
significantly from subjects who fail to respond. Scott (1961) notes that data on non-
responders can often be obtained from the original sampling frame, or from
questionnaires returned uncompleted (e.g. data on subject's sex, area of residence). As
noted above, some studies have shown non-responders to be more likely to be older and
to be male than individuals who do respond. Non-responders may exhibit significantly
higher or lower symptoms than individuals who respond to studies. For example,
subjects of a stress survey may fail to respond because they are chronically stressed, or
because they perceive themselves to be unaffected by stress and see the questionnaire as
irrelevant to them (Muniford, 1983).
4.5 Development of a Model of Stress
As previously discussed, studies of stress have suffered from lack of a common theoretical
perspective, and confhsion between independent and dependent variables, i.e. 'stressors' and
'strains' often makes results of studies ungeneralisable. As a response to this, some more
recent studies have developed complex models representing the mukivariate nature of
'stress', but such models have sometimes proved to be ungeneralisable outwith the area of
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study in question. The present study utilises the simple linear causal model of stress as a basis
for a more complex interactionist model of stressors, mediators/moderators and strains.
4.5.1 Simple Linear Model
Fire 4.1: Simple Linear Model ofSfress
Stressors 4 Mediators 4 Coping Resources 4 Strains	 4	 Disease
Figure 4.1 illustrates a simple unidirectional causal model of stress. Assumptions in this model
are that 'objective' stressors place demands on the individual which are moderated or
mediated by indMdual characteiistics or resources. These characteristics in turn affect
coping and the experience of outcomes or symptoms of stress or 'strains', with prolonged or
severe strain leading to subsequent Ill-health.. This simple model has been often been used as
the basis for explanation of the relationship between stress and Illness (e.g. Cooper and
Martha]! 1976), however because it is unidirectional, it falls to take account of aspects of the
essentially dynamic and circular nature of stress.
4.5.2 Transactionist Models
The measurement of individual perceptions of stress and coping has presented particular
challenges to those engaged in stress research. The dynamic nature of transactionistl
interactionist theories suggests that a linear causal model may fall to capture the complex
statistical inter-relationship between variables. Various studies, mainly in the field of
occupational stress, have attempted to identiI' consistently applicable models of stress (e.g.
Revicki and May 1985; Edwards et a]. 1990; Deaiy et at 1996). Such models are
multivariate in nature, generally represented diagrimimitically by a series of boxes and
arrows, with links between variables determined by statistical techniques varying in
sophistication from correlation and regression to multiple regression or path analysis. Such
analyses enable complex empirical models to be developed and tested against hypothetical
models using techniques such as structural equation modelling. The development of such
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models is valuable in identifying links between individual and psychosocial variables
However, to be widely apphcable, models need to very carefully constructed, using non-
overlapping constructs, and well validated measure& Unfortunately, m the field of stress
measurement, there is often confounding of some variables (for example, links between illness
behaviour and the perception of stressors) Such variables are often heavily interrelated (for
example, neuroticism and anxiety), and correlations smAll ,
 so that models can be difficult to
interpret, and may not be rephcable outwith the study m question (Bnner and Reynolds
1993)
45 3 Development of a Model for the Present Study
The present study of occupational stress, job satisfaction and role conflict in doctors uses a
transactionist model as a theoretical base, extending the simple linear umdirectional model
by indicating the complexity and mutuality of relationships within the three major sections,
external stressors, internal charactenstics and consequential strains This model is illustrated
diagrimmtically in Figure 42 below
a) ExtemalFactors 'Stressors'
For the purposes of the present study external stressors are perceived as existing not only in
the demands of work, but also in the demands of home hfe, with the relationship between
work and home life bemg a potential source of 'role conflict' Work demands include the
perceived stressfiulness of the intrinsic characteristics of medical work, such as dealing with
patients, clinical demands, and administrative demands, in addition to more 'objective'
indicators of demands such as hours worked, the amount of tune spent on call, and the size
and structure of the subject's medical practice Home demands assessed include perceived
stressfiulness of aspects of home life, and 'objective' measurements of time spent on domestic
activities The total number of occupational and domestic roles occupied is also a potential
source of role conflict.
b) Internal Characteristics Moderators and Mediators
Individual characteristics and demographic features are hypothesised to be important
mtervening variabes in the stressor-strain relationship In the present study, individual
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differences due to gender and to type of medical speciality are central to the investigation of
stress and satisfaction. Other demographic features such as age, and marital and parental
status are also considered to be important. The role of coping as an intervening variable is
also investigated in the present study. Some factors which may influence the stressor-strain
relationship such as socio-economic status, financial status and level of education, are
assumed to be relatively constant variables in a population of doctors. Measurement of the
role of personality factors such as extroversionIintroversion, locus of control and Type AB
personality, while potentially of some significance, is not a direct aim of the present study,
and such measures were therefore not included. In order to improve compliance in a sample
group such as doctors who receive many requests to complete questionnaires, it was also felt
to be important to be economical in focus on the topic under investigation, by keeping the
length of the questionnaire to a minimum This premise was supported in feedback from the
pilot of the questionnaire (see Chapter 5, page 124). However it is recognised that the
inclusion of personality variables as background or 'noise' factors is an issue of importance in
stress research, which will be addressed in future chapters.
c)	 Consequential Factors: Strains.
In the present study stress outcomes are measured in terms of perceived occupational and
domestic dissatisfaction and conflict, variables which have been shown to be significant
predictors of other stress outcomes such as work performance, absenteeism and physical and
mental health. Although other outcome variables were considered, they are not included in
the present study for the following reasons:
i) Because of the research methodology used, it was not possible to collect 'objective'
data regarding work perfonnance or absenteeism.
ii) Many other studies in stress in GPs and hospital doctors have used indicators of
mental health as outcome variables, including the GHQ, HADS etc., (for example
Firth-Cozens 1986, 1987, 1990; Cooper et at 1989; Sutherland and Cooper 1993;
Caplan 1994; Borrill Ct at 1996; Deary et at 1996) and replication of such results is
not an aim of the present study.
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in) The self-report postal questionnaire methodology used in tins study was not felt to
be the most appropnate means for collection of potentially sensitive information
regarding physical and mental ill-health, particularly in a sample of medical practitioners
wiio would be expected to have a high degree of awareness of such problems, which
may have biased responses in temis of under-reporting It was also felt that requests
for such personal health information may have affected overall compliance with this
study winch used a self .report postal questionnaire The final length of the
questionnaire was also taken into consideration in the decision not to include such
outcome measures
Given the multivariate and essentially dynamic nature of the concept of 'stress', it is
recognised that this model is a somewhat simplified representation. It should be noted that
feedback loops between consequential strains, mediators or moderators, and stressors, are
also hypothesised as part of the model, but could not be tested usmg the cross-sectional
methodology used in the present study, so are not included here However, the intention is
that use of such a relatively 'economical' model will enable links between components to be
more clearly identified and mterpreted.
4.6 Plan of the Present Study
Selection of the sample, study methodology and measures employed in the operationakzation
of this model of stressors and strains are described m Chapter 5
On this basis, the following series of research studies will exsimme the relationship between
external stressors, mtemal charactenstics and consequential strains, movmg from systematic
identification of relationships between stressors and strains, to more specific hypothesis and
model testmg and including both quantitative and qualitative data analysis This will be
undertaken as follows
Chapter 6
	 This chapter will provide an analytical overview of sources and levels of
occupational stress and job satisfaction for male and female GPs and consultants using the
Occupational Stress Indicator (OS1) (Cooper et al 1988), and ex'mmmg sources of stress
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and satisfaction specific to medicme in greater depth. Results will be compared with
occupational norms for the OSI
Chapter 7 This chapter will focus on general practitioners Comparisons between male
and female general practitioners m terms of occupational stress and job satisfaction will be
made with reference to demographic and practice characteristics, and in terms of perceived
coping efficacy and use of coping strategies The ability of copmg efficacy and copmg
strategies to mediate or moderate the relationship between occupational stress and job
satisfaction will be exmmed.
Chapter 8 In Chapter 8, consultant physicians in different types of medical speciality
will be compared in tenns of occupational stress and job satisfaction, and with respect to the
impact of change within the NTIS Additionally, specialities winch are numencally 'male-
dommated' will be compared with those which are 'less male-dominated'
Chapter 9	 This chapter aims to exanune gender differences in stereotyping of attitudes
in medicine, and addresses the issue of the relative contribution of male and female gender
stereotypes and gender-based social role stereotypes to the doctor's medical role
Chapter 10 The nal results chapter will address the relationship between occupational
and domestic roles, usmg models of asynimetnc permeability and additivity of roles in relation
to occupational and domestic stress and satisfaction. The relative strengths of home to work
stress, and work to home stress, and their relationship to role complexity for males and
females will also be exammed.
Chapter 11 The concluding chapter will summarise the results in terms of the
transactionist model of stress, and mdicate possible avenues for fature research based on
these results Imphcations for reducing stress and increasing job satisfaction, for the doctors
concerned, their patients, and for the NHS as a whole will be considered.
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CHAPTER 5:
Methodology of the Present Study
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5.1 Infroduction
Following a series of government white papers, the 'new' GP contract was introduced
into general practice in 1990. The changes imposed represented a major alteration to the
structure and ethos of general practice. Changes in the management structure and
delivery of secondary care in the National Health Service (NETS), including the
introduction of hospital trusts, also took place from 1990 onwards. Such changes were
perceived as incurring a major increase in the stressfiilness of the doctors role, and
motivated the current investigation into occupational stress, job satisfaction and role
conflict in doctors. Methodological difficulties in stress research have been highlighted
in previous chapters. Tn particular, it was noted that previous studies have often failed to
pay attention to differences in stressors and satisfactions between types of medical
speciality, gender differences in workload, stressors and satisfactions, and the
relationship between occupational stress and home life. The present study therefore
aimed to address these issues.
5.2 Aims of the Study
The present study aimed to compare levels and sources of occupational stress and job
satisfaction in a large, heterogeneous sample of male and female GPs and consultants in
Scotland, using a theoretically based transactionist modeL The role of gender and
medical speciality type as intervening variables in the relationship between sources of
stress and stress outcomes (i.e. job satisfaction) was also investigated. Detailed and
specific aims for the separate studies are presented at the end of this chapter, pages 125-
127.
5.3 Study Methodolo2y
Although alternative definitions and perspectives of stress are offered, the foregoing
chapters have indicated the useflilness of a broad-based transactionist theoretical
approach to the study of stress, perceived in terms of relationships between stressors,
mediators or moderators and strains, and this approach was adopted for the present
study. In order to obtain a large, heterogeneous and representative sample of doctors,
a cross-sectional, self.report questionnaire methodology was adopted. Although this
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methodological approach can be criticised, it has the advantage of anonymity of
response, eliminating interviewer bias, and providing a large amount of data at relatively
low cost. It also enables a geographical spread of respondents to be obtained over a
relatively short period of time. In order to niinimie the possibility of respondent bias,
and to make the questionnaire more interesting to complete, a mixed format of
standardised scales, fixed response formats, single global items, visual analogue scales,
and open-ended response formats was employed. To maxiniise response rates, attention
was also paid to length of the questionnaire (see page 124), and to the content of the
introductory letter (see Appendix I (a) and (b)).
5. 3. 1	 Selection of the Sample
Given the multivariate nature of 'stress', a sufficiently large sample size was required to
allow for multivariate statistical analyses. For example, a ratio of approximately 1:5
cases to variables is noted as the minimum acceptable requirement for multiple
regression analysis (Tabachnik and Fidell, 1989). A main aim of the study was to
compare both female and male doctors, and GPs and Consultants. A random sampling
procedure was therefore used to obtain four approximately equal, large-sized groups to
ensure sufficiently large cell sizes for analysis. Because the numbers of female
consultants in Scotland as a whole are relatively small, (approximately 350 in 1991)
selection of the comparison samples were based on this group size. The sampling frame
being selected as follows:
a.)	 General Practitioners
The Primary Care Department of each Scottish Health Board (15 in total) was asked to
supply a list of names and addresses of GP principals. Table 5.1 lists a breakdown by
Health Board of the final numbers and percentages in each group, as at October 1991. It
can be seen that the overall percentage of GPs in Scotland who were female was 26.4%
at the time of the study, ranging from 3 7.7% in Greater Glasgow to 7.1% in the Western
Isles.
I;
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b.)	 Consultants
Similar information was requested from Health Boards as to numbers of hospital
consultants. Table 5.1 also shows the number and percentage of female and male
consultants in each Health Board area. At the time of the study the overall percentage of
consultants in Scotland who were female was 14.6%, with a range from 22.8% in
Lanarkshire to 0% in Orkney, Shetland and the Western Isles.
The study samples of each group were selected as follows to obtain roughly equivalent
group sizes:
a. a sample of approximately one in two of all female GP principals, selected
alphabetically, starting at the letter 'a' from Health Board lists (n = 457);
b. a sample of approximately one in five male GP principals, selected
alphabetically, starting at the letter 'a' from Health Board lists (n = 483);
c. a sample of every female consultant (n = 355);
d. a sample of approximately one in six male consultants' (n=373);
This produced a total sampling frame of 1,668 individuals.
Since the sample of female consultants included all of those on Health Board lists, no
stratification of the sample of male consultants by speciality was carried out, the
intention being to obtain a male sample representative of all types of consultant
speciality. It was recognised that this method may lead to a different distribution within
specialities for males and females in the final sample, but stratification of the male sample
according to the proportion of females in that speciality would have been rather
complex, and would have resulted in a biased final sample.
'A methodological problem arose after questionnaires had been sent to female consultants and before
the sample of questionnaires ware sent out to male consultants. A second study to be carried out in
Scotland shortly after the present study was proposing to carry out a parallel survey of occupational
stress in consultants. In order to avoid the same subjects being sent questionnaires within a short time
period, and confounding responses for the second study, two separate randomised samples of male
consultants were generated by the researchers in the second study, using ISD data (ISD 1992b). The
final sample of 373 mle consultants in the present study was therefore provided using this randomised
sample to generate a database of names and addresses.
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5.3.2 Measures
The mixed-format questionnaire constructed for the study is presented in Appendix II.
The wording of some questions was altered slightly to make versions applicable to GPs
or consultants. Alternative wordings are indicated in the questionnaire. The
questionnaire included 159 items in total for GPs and 153 items for consultants, and was
estimated to take between 30 and 40 minutes to complete. The questionnaire included
the following measures:
1.) Personal and Demographic Data
a. Age was recorded in five year age bands.
b. Questionnaires were printed colour-coded to indicate sex and speciality
(GP or consultant)
c. Marital status (married/cohabiting, single, separated, widowed, divorced)
d. Medical and academic qualifications
e. Length of time in post and total years practising medicine
£	 Number and total length of career breaks, and reasons for breaks
2.)	 Characteristics of the Job and Workload
a. Job title (department, speciality for consultants) for main post, and any
secondary posts.
b. Hours worked per week in total, including hours spent at work and on call
during normal working hours, but excluding time spent on call during the
evenings or weekend.
c. Whether NHS contract is full-time or part-time
d. Whether job-sharing
e. Amount of on-call commitment
£	 Other work commitments (e.g. lecturing, committees etc.)
Additionally. Details of Practice for GPs only
g. Number of partners
h. Gender of partners
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i.	 Number of assistants, trainees
j. Practice geographical type (i.e. urban, rural etc.)
k. Size of practice list (total number of patients)
L	 Size of own official Health Board patient list and personal list if different
m.	 Number of patients for whom any deprivation allowance received.
Details of Speciality for Consultants only:
n. Whether they do private work and if so, hours per week spent on private work
o. Number of consultants sharing on-call rota
3.)	 Spouse or Partner's Occupational Role
a.	 Spouse/partner's occupation
b. Hours partner works per week
c. Hours partner is on call or standby
4.) Family and Domestic Characteristics and Workload
a.	 Parental status, number and age of children, and number of
children currently living at home.
b. Whether they have elderly or dependent relatives living with them
c. Whether they have domestic help at home
d. Number of hours per day spent on housework or childcare
5.) Domestic Satisfaction and Stress
a. A series of five-point, likert style questions were constructed to measure
global stress and satisfaction with aspects of home life - i.e. how stressful is
home life, satisfaction with care of children or dependants, spouse/partner's
contribution to housework /childcare, time for seWleisure, and partner's
support ofjob demands.
b. The existence of marital conflict related to work and sources of this conflict
were examined in an open-ended format.
Chapter 5
	
116
6.)	 Global Occupational Stress / Job Satisfaction
A series of five-point, likert style questions determined global ratings of
occupational stress, and satisfaction with job, career and pay.
7.)	 Sources of Occupational Stress and Job Satisfaction
Two open-ended questions aimed at identifjing medically specific sources of
occupational stress and satisfaction were included. Subjects were asked to list
up to five sources of stress and satisfaction in their job, rated in order of
importance. These measures were included to enable occupation specific and
speciality specific stressors to be identified, as an adjunct to the non-
occupationally specific OSI scales selected for this research.
8.)	 Coping
a. Global assessment of coping with stress (5 point likert scale)
b. Coping strategies (open-ended question) : Respondents were asked to list
separately, rated in order ofiniportance, strategies they used themselves for
coping with stress at work and at home.
9.) Impact of NHS Change
a. Subjects were asked whether or not recent change in the Health Service had
affected their day to day job, and if so,
b. to list up to 5 ways in which their job had been affected by NHS change.
10.) Role Stereotypes and Comparisons
a.	 Subjects were asked to list up to 3 perceived advantages and disadvantages of
their own gender in medicine.
b. Depending on their speciality (GP or consultant), subjects were asked
whether they felt ema1es or males experienced more stress at work.
c. Subjects were asked whether they had experienced sexual harassment at work.
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11.) Work and Domestic Role Attitudinal Descriptors
a.	 A series of 10, 70mm visual analogue scales with dichotomous anchor points
were used to investigate differences between attitudinal descriptors for both
work and domestic roles. The following descriptors were selected to reflect
differences in roles: organised !disorganised; assertive! unassertive; valued!
taken for granted; weak/strong; in control/lack control; active/passive; calm!
hassled; aggressive/compliant; underused /overloaded; satisfied/dissatisfied.
12.) Occupational Stressors and Job Satisfaction
a. Occupational Stress Indicator: Sources of Pressure Scale (61 items)
b. Occupational Stress Indicator: How You Feel About Your Job Scale (22 items)
The Occupational Stress Indicator (OSI) (Cooper et al. 1988)
As discussed in the foregoing chapters, many measures have been devised and used in
attempts to quantify and describe occupational stress. One problem which arises
however is that many measures which have been developed are occupation specific, ie.
have only been used in a particular occupation or a particular study, and may not have
been validated or applied outside the occupation in question. The corollary of this is that
measures which are more general may lack face validity in occupations such as medicine
which have particular characteristics of their own. In this sense it may be useful to
include both general and occupation specific measures when assessing occupational
stress. For the present study, occupation specific stressors were identified using open-
ended questions (Question 7 above) and previously validated questionnaires were used
to assess general occupational stress and job satisfaction.
The model on which the OSI is based is illustrated in Figure 5.1. This model includes
four linked areas; sources of stress, individual characteristics, coping strategies, and
individual and organisational effects. Job stressors are hypothesised to have direct
predictive effects on outcomes such as job dissatisfaction and mental ill health.
Individual variables such as locus of control, Type A behaviour and coping are
conceptualised either as having direct effects on outcomes, or as moderators of the
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stressor-outcome relationship The OSI, designed as a package to give an overall
mdication of levels of stress m organisational settmgs, is not therefore a diagnostic tool,
but mcludes sections on occupational stress, Type A behaviour, locus of control, copmg,
mental and physical health and job satisfction For the purposes of the present study,
the 'Sources of Pressure' (occupational stress) and 'How You Feel About Your Job'
(job satisfaction) scales were utilised
Figure 51 Model on which the Occupational Stress Indicator was Based
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OSI Scales used m the Current Study
a 'Sources of Pressure' Scale (Occupational Stress)
This scale measures possible sources of pressure at work, including aspects of the link
between home and work There are six subscales comprising 61 items in total
(i) Factors intrinsic to the job (9 items)
The fundamental nature of the job itself managenal work, amount and scope
of tasks, hours, vanety etc
(ii) The managerial role (11 items)
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How mdividuals perceive the expectations others have of them, concerning
behaviours they are expected to exhibit when occupying their positions and
performing routine job tasks
(iii) Relationships with others (10 items)
Contact with other people inside and outside the orgamsation, mcludang
relationships with sup enors
(iv) Career and achievement (9 items)
Awareness of position in management hierarchy, attainment of personal and
'corporate' success by career advancement
(v) Organisational structure and climate (11 items)
Design or structure of the 'organisation', work processes, and perceptions of
these factors
(vi) Home/work interface (11 items)
The two way relationship or overlap between work and home
(Descnptions of subscales abndged from the OSI Management Guide, Cooper et al 1988)
All items are rated on a six point scale where 1 = Veiy definitely is not a source of
pressure and 6 = Veiy definitely is a source of pressure, giving a potential range of
scores of 61 to 366
Scale Construction
The 'Sources of Pressure' scale of the OSI was developed using statistical and
mterview-type data from a wide range of respondents in industry (Cooper and Marshall
1976, Arsenault and Dolan 1983, Cooper 1983) The validation studies were based on
two samples of 90, and 156 middle or senior managers The scale was not factor
analysed since the ratio of subjects to items in the validation study was reported as being
too small (i.e not greater than 4 1) Subscales were described as being 'derived from
previous research'(Cooper et al 1988) Although the construction of the scale is open
to criticism on these grounds, the OSI manual makes the point that it is not claimed that
this scale measures every dimension of occupational stress, but rather includes central
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components of occupational stress which have been identified as being of importance m
previous research
Vandity
 and Rehabihtv
Spht half reliability coefficients for these subscales reported in the OSI manual (all
significant at p<O 01 or greater) range from 36 for the 'factors mtrmsic to the job' to
77 for the 'career and achievement' sub scale The rather low reliability for the 'factors
intrinsic to the job' subscale illustrates the difficulty in constructing such a scale to be
apphcable to a range of diverse occupations Alpha coefficients for these subscales
reported in a subsequent study by Kahn et aL (1994) suggest greater rehabthty, ranging
from 78 to 87 External (test-retest) reliability of the overall scale has not been
estabhshed Although face validity was described as 'positive' in pilot studies, construct
validity has not been psychometrically determined for this scale
In Cooper et al's model, job stressors are hypothesised to be predictive of outcomes
such as mental health and job satisfaction One validation study including the OSI
'Sources of Pressure' scale as an mdependent variable found that sources of pressure
predicted 27% of variance in mental ill-health, but was a direct predictor of job
satisfaction only when moderated by individual differences (locus of control or Type A
behaviour) (Robertson et al 1990) However, this study was camed out in an almost
exclusively male sample of 105 managers, and failed to mvestigate construct vandity for
the Sources of Pressure scale
b 'How You Feel About Your Job' (Job Satisfaction)
In the model on which the OSI is based, (Figure 5 1), job satisfaction is conceptualised
as an outcome of occupational stress, moderated by individual differences This 22 item
scale measures job satisfaction usmg five sub scales Items are scored on a six point scale
where 1 = veiy much dissatisfaction and 6 = very much satisfaction The sub scales are as
follows
i)	 Achievement, value, growth (6 items)
This concerns the way the individual perceives their current scope for
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advancement, whether skills are challenged, and perception of value in terms of
income and praise of effort.
ii) Satisfaction with the job itself (4 items)
The kind of work and amount of work tasks the individual performs.
iii) Satisfaction with organisational design and structure (5 items)
This measures satisfaction with the structure, nature and characteristics of the
organisation.
iv) Satisfaction with organisational process (4 items)
This sub scale measures satisfaction with internal processes such as flexibility
and degree of participation.
v) Personal relationships at work (3 items)
This sub scale measures satisfaction with relationships with other people at work,
and the psychological 'feel' or climate of the organisation.
(Descriptions of subscales abridged from the OSI Management Guide, Cooper et al. 1988).
Scale Construction
The 22 items in the job satisfaction scale were factor analysed to create five subscales2.
The Thial factor solution which was utilised in the scale was based on one sample of 90
individuals. Scale 1 (Achievement, value, growth) was shown to account for 35% of
variance whereas scale 5 (Personal relationships at work), comprising 3 items accounted
for only 4.7% of overall variance.
Validity and Reliability
The split half reliability coefficients of the job satisfaction scale reported in the OSI
manual range from .77 for 'Achievement, value growth' to .59 for 'The job itself and
'Personal relationships at work' (all significant at p<O.Ol or more). it is noted elsewhere
2 A sixth subscale 'Broad view ofjob satisfaction' was developed by Cooper et alto give an 'overview'
of job satisfaction. This scale was developed using the individual items which loaded most highly on
each subscale. The split-half reliability coefficient for this scale was quoted as 0.36 in the user manual
(Cooper et al. 1988), which is unacceptably low. In the Data Supplement to the OS! (1993) the authors
note that subsequent construct validity studies have shown broad view scales not to be useful: "We feel
it is important for the users of the OSI to calculate total scores for Type A, control and job satisfaction
and disregard the broad view scales" (page 5). As a consequence the 'Broad View' satisfaction scale will
not be used in this research.
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that the 'Personal relationslups at work' subscale consists of only three items and as such
has questionable validity (Klein 1993) Construct validity for the job satisfaction scale
was determined by comparison with 16 items from Warr, Cook, Wall's (1979) job
satisfaction scale, in a sample of management consultants ( Robertson et a]. 1990), and
shown to be adequate (r = 70, p<O 001), and similarly in a study of 31 blue-collar
workers (Cooper and Williams 1990) (r 77, p<O 001) The predictive validity of this
scale m terms of sickness absence has also been established in a subsample of 76
employees (no gender breakdown recorded) taken from a large sample of 1042 (of
whom 77 % were female) employees of a health authority (Rees and Cooper 1991) A
study mcluding samples of 236 managers and 377 shopfloor workers also established
predictive validity in terms of absenteeism (Cooper and Bramwell 1992)
Justification for Use of OSI
Notwithstanding the obvious limitations regarding validity and reliabihty of scale
construction, the OSI m its entirety has been one of the most widely used measures of
occupational stress, and has been used internationally over a wide range of occupations
The availability of norms for 22 studies in the most recent data supplement to the OS!
(Cooper et a]. 1994) is testament to the breadth of its use, and Combmed Sample norms
presented in the OS! supplement are based on 'approximately 7,000 to 8,000' cases The
studies on which these norms are based include a community study, studies of health
authority workers and university staff, blue collar factory workers, and general
practitioners
The general apphcabihty of the OS! scales, and availability of comparative data with
other occupations for occupational stress and job satisfaction were important factors in
the selection of the OS! occupational stress and job satisfaction scales for the current
study A further benefit of these scales was their apphcability to a range of managerial
occupations and focus on managerial issues Since recent changes in the structure of the
NTIS were perceived as encompassing an increasingly managerial component, which
was a hypothesised source of stress and dissatisfaction for subjects in the current study,
these scales were therefore seen as particularly relevant
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5 3 3 Procedure
5331	 Pre-StudvPilot
A questionnaire was drafted containing the measures as listed above, together with an
additional measure, the 66 item 'Copmg Strategies Checkhst, which had been developed
in a sample of nurses, so was perceived to be apphcable to other medical professions
(Dewe 1987) Approximately three months before the start of the main study, a small
scale pilot study was earned out to test the proposed questionnaire in terms of the
following criteria
1	 General acceptability and applicability of questions - respondents were asked to
comment on the wording of questions, whether the meaning was clear, and whether
issues were perceived as apphcable to their own medical practice
2 Whether major issues relevant to perceived stress andjob satisfaction had been
addressed - respondents were asked to identif' any additional relevant items which had
been omitted from the questionnaire
3	 Time taken to complete - respondents were asked to record how long each
section of the questionnaire took to complete
4	 Whether overall length and layout of questionnaire was acceptable
Pilot questionnaires were sent to all 18 members of the Forth Valley GP Research Group
(4 female, 14 male general practitioners) and three hospital consultants (all female) m the
local area These subjects were subsequently excluded from the sampling frame for the
main study A covering letter explained the proposed study and the above evaluation
cnteria Since respondents were known to the author, rephes to the pilot questionnaires
were not anonymous
Results and Conclusions of Pilot Study
All questionnaires were returned, giving a total of 21 questionnaires (7 female, 14
male) No analysis of individual responses to questions was conducted Comments from
respondents were as follows
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1. General acceptability and applicability of questions : The questions were
considered to be generally acceptable. Some questions which were seen to be
unnecessarily detailed were deleted following comments, e.g. details of childcare
arrangements. One question aimed at assessing overall degree of departmental
responsibility for consultants, in terms of size of population served, and responsibility for
number of beds was subsequently deleted, as it was judged to be not applicable to all
consultants, and to be difficult in some cases for the individual to estimate with any
degree of accuracy. Wording of some questions was altered to make them more explicit,
and ranking of responses was added to open-ended questions to indicate the relative
importance of individual responses. Some questions in the OSI 'Sources of Pressure'
scales were felt by respondents to be not relevant to doctors in general, (e.g. 'business
travel and living in hotels' and 'a lack of encouragement from superiors'). However, to
preserve the original structure of these scales, and to allow comparison with normative
data, it was decided to retain these items in the final questionnaire, and to subsequently
investigate the final psychometric structure of these items.
2. Whether major issues relevant to perceived stress had been addressed:
- No additional areas were identified by the respondents
3. Time taken to complete - Respondents were asked to record total time taken to
complete the pilot questionnaire. This ranged from 20 to 45 minutes.
4. Whether overall length and layout of questionnaire was acceptable - Over half
of the respondents described the questionnaire as being over-long, and stated that they
felt this would reduce compliance. The Coping Strategies Checklist, with 66 items was
felt to be particularly lting and non-relevant. This scale was therefore subsequently
removed and replaced by a single-item global measure of coping and an open-ended
question aimed at identifjing strategies actually used for coping by respondents.
5.3.3.2 The Present Study
Incorporating suggested changes on the basis of responses to the pilot study, the present
study used a cross-sectional methodology, employing a self-report postal questionnaire
including a mixture of response formats. In order to preserve the anonymity and
confidentiality of the respondent, subjects were asked not to enter their name on the
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returned questionnaire. This meant that only one mailing of the questionnaire could be
sent. Following the suggestion from Smith et al. (1985) that a letter sent from a doctor
is likely to achieve a better response rate, the accompanying letter, (Appendix I) was
sent from fellow medical practitioners. Since the study was carried out in two phases a
few months apart, separate letters were constructed for female doctors (Phase 1) and
male doctors (Phase 2). The letters described the proposed study and stressed the
anonymous and confidential nature of the research, and were signed by the administrator
and Chairperson of the Forth Valley General Practice Research Group. A pre-paid
return envelope was also enclosed, together with a reply-paid post card to be returned
separately by those respondents who required a future copy of the results of the
research. The questionnaire was sent to the work address of each subject. Copies of the
letters are included in Appendix I (a) and (b).
In order to facilitate data handling, questionnaires were posted in two batches in the
following order: 1) Phase 1 : female GPs and female consultants; 2) Phase 2 : male GPs
and male consultants. Phase 1 questionnaires were posted between November 1991 and
January 1992, and Phase 2 questionnaires were posted between November 1992 and
January 1993.
5.4 Detailed Research Questions
The following specific research questions are addressed in subsequent chapters:
Chapter 6:
a. How do female and male doctors (GPs and consultants) differ with respect to
sources and levels of occupational stress?
b. How do female and male doctors (GPs and consultants) differ with respect to
sources and levels ofjob satisfaction?
c. How do GPs and consultants' overall differ in terms of both sources and levels of
occupational stress and job satisfaction?
d. How do occupational stress and job satisfaction vary by individual doctors' age,
and workload?
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e.	 What is the relationship between occupational stress and job satisfaction as
measured by the OSI scales?
f	 How do GPs and consultants compare with individuals in other occupations
in terms of sources and levels of occupational stress and job satisfaction?
Chapteri:
a. How do GPs levels of occupational stress and job satisfaction, vary by gender,
practice characteiistics and workload?
b. What is the relationship between occupational stress, job satisfaction and
perceived coping efficacy, and how does this relationship vary for male and
female GPs?
c. What specific strategies, or types of strategy are used by GPs to cope with
occupational stress, and do such strategies vary for male and female doctors?
Chapter 8:	 -
a. Do workload, occupational stress and job satisfaction vary by type of medical
speciality for consultants?
b. How do consultants in different types of medical speciality compare with
individuals in other occupational groups in terms of levels of occupational stress
and job satisfaction?
c. How do male and female consultants in medical specialities which are
numerically male-dominated compare with those in specialities which are
numerically less male-dominated in terms of workload, and sources and levels of
occupational stress and job satisfaction?
d. What has been the impact of change within the National Health Service on
consultants in different types of medical speciality?
Chapter 9:
a. What is the relationship between gender-based and gender-role based
stereotype components for male and female doctors, considering both
advantageous and disadvantageous stereotypes?
b. What is the impact of demographic differences, ie. age, marital status and
parental status, in the perception of gender-based and gender-role based
stereotypes in medicine?
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c. How do perceived male and female personality trait stereotypes vary for doctors
in different types of medical speciality, comparing GPs and consultants, and
consultants in different speciality types?
d. What is the relationship between reporting of gender-based and gender-role
based stereotypes and levels of occupational stress, job satisfaction and
domestic stress?
Chapter 10:
a. Is there a relationship between complexity of domestic roles and occupational
and domestic workload in terms of hours worked, time on call, and hours spent
on domestic work?
b. What is the relationship between increased complexity of domestic roles and
occupational stress and job satisfaction? How is this relationship mediated or
moderated by gender, and by type of medical speciality (GP or consultant)?
c. With reference to the theory of asymmetrical permeability of occupational and
domestic roles, what is the relative strength of relationship between work to
home (Wil) stress in comparison with home to work (HW)stress? How does
this relationship vary by gender and type of medical speciality?
d. What is the relationship of increasing role complexity to Wil and HW stress?
5,5	 Statistical Analysis
All data was analysed using the Statistical Package for the Social Sciences (SPSS-x)
(SPSS 1990).
a.	 Descriptive frequencies were determined for each variable to establish
normality and the overall pattern of responses.
b. All respondents were included in analysis. Missing data was replaced with mean
values. This is a conservative method as overall means do not change.
c. Prior to analysis, frequency plots of each of the variables were examined for
normality, skewness and kurtosis. Where values for skewness and kurtosis
fell outside the acceptable range (i.e. between 0 and 1 as noted in Ferguson and
Cox 1993), transformations were considered, but in all cases such
transformations did not significantly affect results so were not used in the final
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analysis. To assess linearity, bivariate scatterplots of independent and dependent
variables were examined. Linear relationships were found in each case.
d. Nominal data was examined by CM square analysis
e. Ordinal data was examined by CM square analysis, or t-tests. Gardner (1975)
has argued that assumptions that parametric techniques require interval data
are by no means conclusive, concluding that such techniques are sufficiently
robust to be applicable to some ordinal data. In the light of Gardner's
conclusions, the likert type items assessing levels of stress and satisfaction were
treated as interval data for some analyses and comparisons between groups were
conducted using t-tests.
For interval data, mean values were compared using 2-tailed independent t-tests.
g. Analysis of variance (ANOVA) and covariance (ANCOVA) were used where
appropriate to investigate differences between group means. Post hoc
comparisons were made using the Scheffe test.
h. Where multiple dependent variables are assessed, multivariate analysis has the
advantage of dealing economically with large numbers of variables, reducing the
probability of type 1 errors, and providing more sensitive estimates of the effects
of independent variables (Tabachnik and Fidell 1989). Since most stress research
is multivariate in nature, such techniques are particularly appropriate in this field.
In the present study, multivariate analysis of variance (MANOVA) or
multivariate analysis of covariance (MANCOVA) were used, with the 051
scales as dependent variables.
i	 Parametric (Pearson's r) or non-parametric (Spearman's rho) correlation
coefficients were used where appropriate to investigate the strength and
direction of relationships between variables. To assess the predictive ability
ofindependent variables, multivariate hierarchical regression techniques
were used (Tabachnik and Fidell 1989).
j.	 By combining variables, factor analysis or principal components analysis has the
advantage of reducing the number of variables used in multivariate analyses.
Three guidelines are offered as a preliminary to factor analysis : the subjects to
variables ratio should be between 2:1 and 10:1; minimum number of subjects
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between 100 and 200, and the proportion of variables and subjects to expected
factors should be between 2 1 and 6 1 (Ferguson and Cox 1993) The present
study data fulfilled all of these cnteria Principal components analysis was
therefore used to determine whether scale items formed coherent subsets for the
'Home/Work Interface' OSI scale (see Chapter 10) Usmg obhque rotation,
components with eigenvalues >1 0 (Kaiser nile) were identified Scores on these
components were subsequently used as vanables in analysis of variance and
hierarchical regression analysis
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CHAPTER 6:
A Comparison of Stress and Job Satisfaction
in Female and Male
General Practitioners and Consultants
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6.1 Summary
This study aimed to exsimme occupational stress and job saiisfiiction in a large sample of
doctors in Scotland, usmg a self-report questionnaire methodology Questionnaires
were completed by 547 male and female general practitioners and 439 consultant
doctors in Scotland during a penod of structural change m the health service Measures
included widely used, reliable and valid scales from the Occupational Stress Inventory
(OSI) (Cooper et al 1988), and open-ended reporting of sources of stress and
satisfaction. The study sought to determine sources and levels of occupational stress
and job satisfaction, considering medical speciality type (GP or consultant), gender, age,
and workload as mtervening variables in the stressor-stram relationship The relationship
between occupational stress and job satisfaction was investigated, and comparisons with
other occupations were made using Combined Sample Norms for the OSL
Comparisons with Combined Sample Norms showed that GPs and consultants in the
Scottish sample had generally greater job satisfaction and less occupational stress than
norms, which was contrary to expectations When GPs and consultants were compared
using t-tests, GPs were found to report significantly more occupational stress than
consultants on three out of six subscales, and consultants to report greater job
satisfaction than GPs on three out of five job satisfaction sub scales Although there
were significant gender differences in terms of workload, increased workload was not
significantly associated with increased levels of occupational stress or reduced job
satisfaction. However, age was shown to have a negative relationship with occupational
stress and a positive relationship with job satisfaction, and when age was controlled,
multivariate analysis revealed a shghtly different pattern of results for occupational
stress, with consultants reporting greater stress, but not for job satisfaction
Multivanate analysis, controlling for age, also revealed a significant gender effect on
three occupational stress sub scales and two job satisfaction scales, with males reporting
greater stress on two subscales and females reporting greater stress on one subscale, and
females reporting greater job satisfaction than males on two sub scales Significant
interaction effects of job and gender were also found on two occupational stress
Chapter 6
	
132
subscales and four out of five job satisfaction subscales Open-ended reportmg of
stressors confirmed that there were significant gender differences m specific areas of
stress and satisfaction.
There was a significant negative relationship between each of the occupational stress
subscales and job satisfkction, although, as noted m other stress research, the combmed
subscales were found to predict only a small proportion of variance mjob satisfaction
The Thidnigs of tins study have imphcations for health service management, particularly
in terms of providing support, training in management, and advice for dealing with stress
for younger doctors
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6.2	 Introduction
The rate of change in the National Health Service (NETS) in Britain has been increasing
in the last 15 years in the Government's drive to increase cost efficiency in health care.
The most recent and radical changes have been the focus of considerable media attention
and the source of much reported dissatisfhction in doctors, and are perceived as
contributing significantly to doctors' workload (Sutherland and Cooper 1992; BMA
1992, Hannay et al 1992). Reports suggest that morale within both primary and
secondary care sectors of the health service is reduced as a result of recent changes in
the delivery of health care (BMA 1991; Holton and Hastie 1991; BMA 1996).
Although evidence suggests that doctors' physical health is better than for comparative
groups (Allibone et al 1981; BMA 1993), their mental health has been shown to be
poorer (Borrill et al. 1996). For example, it is argued that doctors suffer from more job
related anxiety and depression (Krakowski 1982; Rucinski and Cybulska 1985; Belfer
1989; Caplan 1994), have a higher incidence of suicide (Richings et aL 1986; Lindeman
et al. 1996), and more alcohol and drug abuse related problems than other professionals
(Murray 1976; Brooke et al 1991). Studies have related these 'strains' to high levels of
occupational stress among doctors. Previous research in priinaiy and secondary care
physicians has investigated both sources and outcomes of occupational stress (Mawardi
1979; Cooper et al. 1989; Winefleld and Anstey 1991; Richardsen and Burke 1991;
Kirwan and Armstrong 1995) and structural and organisational aspects of doctors'
workload (Wilson et al. 1991; Howie et al. 1992a, 1992b) which contribute to stress.
Doctors have previously been shown to have high levels of autonomy and control over
their work compared with other professions, which has been linked to relatively high
levels of job satisfaction (Mawardi 1979; Branthwaite and Ross 1988). More recent
research has suggested this job satisfaction may have been eroded by changes in the
structure of the health services (Sutherland and Cooper 1992; BMA 1991), and wider
societal changes in attitudes to health care, for example increased demands from patients
and the increased threat of litigation (Bates 1982; Caplan 1994). Previous studies have
also indicated a relationship between reduced levels of job satisfaction and mental ill
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health m medical professionals, (Belfer 1989, Cooper et aL 1989) and between job
dissatisfaction and reduced quality of patient care (Melville 1980, (ito! et al. 1985)
Speciality Differences
Research has suggested that some medical specialities, for example anaesthetics and
general flimily practice are intrinsically more stressful than others, resulting m greater
'impairment' (Mawardi 1979, TaThott et al. 1987, Ramirez et al. 1996), but few studies
have compared levels and sources of occupational stress between primary care
practitioners (GPs) and secondary care practitioners (consultants) In order to help both
doctors and managers adjust to new structures, it is Important to be able to identi[s' the
particular aspects of medical work winch influence occupational stress and job
satisfaction for doctors in both primary and secondary care sectors
Gender Differences
At the time of tins study, female doctors made up approximately 30% of GP principals
and 15% of consultants in Scotland (ISD 1992a, 1992b) Previous research has
suggested that female GPs report greater job satisfaction than their male colleagues, but
similar levels of occupational stress (Cooper et al. 1989, Sutherland and Cooper 1992)
Female and male consultants have not previously been compared with respect to
occupational stress and job satisfaction. Some studies suggest that female and male
doctors fulfil different roles within their job, for example the 'psychosocial' versus the
'chmcal' role (Branthwaite and Ross 1988, Simpson and Grant 1991) If this is the case
it is Important to identify areas which are differentially stressful for males and females
Age and Stress
The relationship between age and occupational stress and job satisfaction in medical
careers is unclear m the hterature Although most research has concentrated on the
stressflulness of medical training in terms of long hours and heavy workload (Firth-
Cozens 1987), studies of general practitioners have variously suggested that both
younger doctors (Winefield and Anstey 1991) and older doctors (Cooper et al. 1989)
expenence greater degrees of occupational stress For younger doctors, demands of
family life may coincide with learning and estabhshmg a role in a new job Older doctors
may find it less easy to adapt to change, and also have greater managerial responsibility
within their job A more recent study investigating the relationship between age and
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mental ill health m NHS employees as a whole has suggested that there may be a
curvilinear relationship between age and mental health, with both older and younger
individuals workmg in the health service reporting better mental health than those in the
middle 26-45 age range (Bomli et at 1996)
Workload
Recent change and restructuring m the NHS has led to a perceived mcrease in workload
in general practice (Hannay et at 1992, Myerson 1992) One way of coping with heavy
workload and greater time pressure is to mcrease working hours both m the workplace
and by working at home, winch in turn leaves less time for relaxation or leisure and may
mip act on the quality of family life The out of hours on-call system in medicine may
also affect family life, and has been linked with additional fatigue and stress (BMA 1992,
Myerson 1992, Halliim 1994)
Aims
The present study sought to investigate sources and levels of job satisfaction and
occupational stress with respect to gender and medical speciality in female and male
principals m general practice and hospital consultants, using widely apphed, previously
validated scales to enable compansons with normative data, and open-ended questions
to allow identification of stressors and satisfactions specific to medicme A further aim
being to investigate the impact of age, hours worked and on call commitment on levels
of occupational stress and job satisfaction
6.3 Method and Subjects
An anonymous and confidential questionnaire was sent out by the Forth Valley General
Practice Research Group to a randomly selected sample of 1,668 GPs and consultants in
Scotland. The first phase of questionnaires were sent out to female GPs and consultants
During the second phase, questionnaires were sent out to male GPs and consultants,
sampled to form comparable sized subject groups The procedure and selection of the
sampling frame for the study is described in detail m Chapter 5
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6.4 Measures
The questionnaire is also described m Chapter 5
i.)	 was recorded in nine five year age bands from 26-30 to over 65
n.)	 Workload was assessed m terms of hours actually worked per week, (excluding
time spent on call), and whether NHS contract was full-time or part-tune
in.) Time spent on-call for weekdays was recorded m 12 categones from 1= 'none'
to 12 = 'continuous' Time spent on-call at weekends was recorded in 8 categones from
1 = 'none' to 8 = 'continuous' (see Footnote 1, Table 6 1)
iv) Levels ofjob satisfaction and occupational stress were assessed by the inclusion
of scales from the Occupational Stress Indicator (OSI) (Cooper et al. 1988) These
scales have been validated and apphed widely across a range of mainly white collar and
managerial occupational groups (see Chapter 5), mcluding a community sample, and a
sample of GPs in England and Wales, and were selected to take account of doctors'
mcreasingly managerial role, and to allow compansons to be made between GPs,
consultants m a range of medical specialities, and other occupational groups Content
and scoring of the OSI 'Sources of Pressure' (occupational stress) scale and the 'How
You Feel About Your Job' (job satisfaction) scale, are described in fill in Chapter 5
v) 'Medically specific' sources of stress and satisfaction. The OS! occupational
stress and job satisfaction scales do not address areas of stress or job satisfaction which
may be specific to medicine In order to provide information about 'medical' issues,
subjects were invited to list up to 5 sources of occupational stress and 5 sources ofjob
satisfaction, in an open-ended response format Responses were listed in full and
subsequently coded by the author into 20 dichotomous (recorded / not recorded)
categones of sources of occupational stressors and 20 categones of sources ofjob
satisfaction, representing the range of responses To allow for potential differences m
the characteristics of medical work for GPs and consultants, response categones were
determined separately for each of these occupational groupings
6.5	 Analysis
Independent t-tests were used to examine differences between male and female OPs and
consultants in terms of occupational stress, job satisfaction, age group, hours worked
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and amount of time on-call for weekdays and weekends. Mean age was also calculated
from age groupings. Comparisons between group subscale means and norms for the OSI
(Cooper et al 1994) were also investigated using independent t-tests. A conservative
significance level (p<0.O1) was adopted for t-tests to minimise the likelihood of type 1
error. Prior to analysis, frequency plots of each of the variables were examined for
normality, skewness and kurtosis. All values for skewness and kurtosis fell between 0
and 1, suggesting adequate normality of distribution (Ferguson and Cox 1993). To
assess linearity, bivariate scatteiplots of age, hours worked, and the dependent variables
(occupational stress and job satisfaction subscales) were examined. Linear relationships
were found in each case.
Also prior to the main analysis, the internal reliability of the OSI job satisfaction and
occupational stress scales and subscales was assessed for the whole sample using
Cronbach's a. Alpha coefficients for the subscales are presented in Tables 6.1(a) and
6.2(a). As anticipated, both the occupational stress and job satisfaction scales were
found to have a high degree of internal reliability (Cronbach's a .93 and .92
respectively). The internal reliability of the occupational stress subscales ranged from .58
(factors intrinsic to the job), to .80 (home/work interface). Reliability of the job
satisfaction subscales ranged from .62 (J)ersonal relationships) to .82 (achievement,
value, growth).
The job satisfaction and occupational stress subscales of the OSI were analysed
separately using multivariate analysis of covariance (MANCOVA) with the OSI
subscales as dependent variables. Examination of preliminary analyses, with hours
worked, amount of time on call, and age as covariates indicated that neither hours
worked nor amount of on-call significantly affected the dependent variables. Subsequent
MANCOVA was therefore carried out with age as the single covariate. Independent
variables were sex (male - female) and speciality (GP - consultant). Degrees of freedom
varied slightly as not al questions were completed by all subjects, and subjects with
missing data on any of the subscale items were excluded from the multivariate analysis.
Pearson correlations and multivariate regression analyses were carried out to examine
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the relationship between the Job Satisfaction total score and the Occupational Stress
scales of the Os! Comparisons between males' and females' responses to medical
occupation-specific sources of occupational stress and job satisfaction were camed out
using chi square analysis
6.6	 Results
Charactenstics of the Sample
A total of 986 doctors returned questionnaires, 283 female GPs, 264 male GPs, 224
female consultants and 215 male consultants The response rate was higher for female
GPs (62%), and for female consultants (63%) than for male GPs (55%), and male
consultants (58%) (overall response Tate 59%)
The GPs in the study were significantly younger (mean age = 41 3) than the consultants
(mean age = 46 7) (mean age groups 3 6 and 4 5 respectively, t8 02, df=979,
p<O 001), and male GPs and consultants (mean age 44 9) were significantly older than
female GPs and consultants (mean age = 41 6) (mean age groups 4 4 and 3 7
respectwely, t= 5 90, df=979, p<0 001)
Hours Worked
A significantly larger proportion of female GPs held part-time NHS contracts (n=80,
28 5%) than either female consultants (n=37, 16 5%), male GPs (n=1, 0 4%) or male
consultants (n=35, 16 3%) (x2 = 81 98, df=3, p<O 0001)
Excluding time spent on call, consultants worked significantly more hours per week,
(mean hours worked =48 9) than GPs (mean hours worked =41 4), (t =9 64, df= 941,
p<0 001) This difference was maintained when female doctors on part-time contracts
(n=l 17, 12% of whole sample) were excluded from the analysis (mean hours worked per
week = 44 3 for GPs, and 49 8 for consultants (t =727, df = 792 p<O 001)) Again
excluding those on part-time contracts, female GPs and consultants were found to work
significantly fewer hours per week (mean hours worked =442) than males (mean hours
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worked = 48.9) (t=6.13, df=792, p<O.00l). Consultants in the study also spent
significantly more time on call GPs on weekdays and weekends than GPs, and males
spent significantly more time on call than females, as shown in Table 6.1
Table 6.1 Time On-call for Weekdays and Weekends Comparing GPs and
Consultants, and Males and Females.
On-call	 'Category
Mean	 (SD)
Weekdays	 GPs	 7.58	 (2.97)	 3.96	 932	 0.001
Consultants	 6.20	 (3.06)
Weekends	 GPs	 4.83	 (1.56)	 5.09	 884	 0.001
Consultants	 4.25	 (1.77)
Weekdays	 Females	 6.34	 (3.33)	 8.94	 932	 0.001
	
Males	 8.05	 (2.40)
Weekends	 Females	 4.14	 (1.91)	 7.25	 884	 0.001
	
Males	 4.95	 (1.34)
1 Note: On-Call Groups
Weekdays: 1= none; 2= only occasional; 3 = >1 per month - 1 per 3 months; 4 1:14 - 1:28; 5 = 1:8 -
1:14; 6= 1:7; 7= 1:6; 8= 1:5; 9= 1:4; 10= 1:3; 11= 1:2; 12=: continuous.
Weekends:1=
 none; 2= only occasional; 3= >1 per 3 months; 4 every 2-3 months; 5 1 per month; 6=
1:3; 7 1:2; 8= continuous.
Occupational Stress
Comparisons between GPs and consultants in terms of occupational stress, using t-tests
are shown in Table 6.2 below. GPs recorded significantly greater stress levels than
consultants in terms of 'factors intrinsic to the job', 'managerial role' and 'hornet work
interface' subscales (all p<O.Ol or above), whereas consultants recorded greater stress
than GPs in terms of the 'organisational structure and climate' subscale (J)<O.001).
parison With Combined Sample Norms
Comparisons revealed that GPs recorded significantly lower stress scores than the
combined sample norms on the 'career and achievement' and 'organisational design and
structure' sub scales as shown in Table 6.2, with no significant difference between GPs
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and nonns found on the other four sub scales. Consultants had significantly lower scores
than norms on all stress sub scales apart from 'relationships with others', where there was
no significant difference between consultants' and normative scores.
Table 6.2: Mean Scores (SD) for 547 GPs and 439 Consultants in Comparison with
Combined Sample Norms (N=approx 7.500) on OSI Occupational Stress Subscales
Occupational	 GToup Mean (SD)	 GP and	 Comparisons
Stress Subscale	 Consultant	 with Norms
Comparisons
t
1.Factors intrinsic to the job	 GPs	 30.05	 (5.82)	 2.98**	 1.49
Cons	 28.89	 (6.16)	 10.50***
	
________________________ Norm 30.22	 (6.48) ______________________________
2.Managerial role	 GPs	 35.42	 (8.24)	 3.01**	 0.98
Cons	 33.80	 (8.15)	 12.06***
	
________________________ Norm 35.55	 (8.47) ______________________________
3.Relationshipswithothers	 GPs	 30.14	 (7.12)	 .68	 1.35
Cons	 30.46	 (7.35)	 1.09
______________________ Norm 30.31 (7.71) ___________________________
4.Career and achievemait	 GPs	 17.51	 (7.24)	 1.84	 84.47***
Cons	 18.38	 (7.12)	 222.36***
_______________________ Norm 28.40 (8.11) ____________________________
5.Organisational structure 	 GPs	 30.48	 (8.78)	 6.78***	 61.14***
and climate	 Cons	 34.42	 (8.85)	 30.03
	
_________________________ Norm 38.99	 (9.21) _______________________________
6.Home / work interface	 GPs	 30.92	 (8.86)	 4.00***	 0.48
Cons	 28.63	 (8.97)	 14.84***
________________________ Norm 30.99 (10.26) ______________________________
Key: ** p<O.O1, *** p<O.00l
Job Satisfaction
As shown in Table 6.3 below, consultants recorded significantly more job satisfaction
than GPs in terms of 'achievement, value, growth', the 'job itself, and 'organisational
process' subscales, (all p<0.00 1) and GPs recorded significantly greater job satisfaction
than consultants in terms of the 'organisational design and structure' and 'personal
relationships' subscales (both p<O.Ol or above).
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Table 63 Mean Scores (SD) for 547 GPs and 439 C'ongultants in Comparison with
Combined Sample Norms (N=approx 7.500) on 051 Job Satisfaction Subscales
Job Satisfaction Subscale
	 Group	 Mean	 (SD)	 GP and	 Compansons
Consultant with Norms
Conipansons	 t-test
t-test
1 Achievement, value, growth
	 GPs	 22 38	 (5 40)	 5 03"'	 9 82'
	Co s	 24 14	 (5 37)	 23 55***
	
_______________________ Norm	 2132	 (579) ________________________
2 Job Itself	 (lIps	 16 02	 (3 40)	 3 66	 4 09
	C ns	 16 38	 (3 39)	 5 33***
	
___________________________ Norm	 16 35	 (3 22) _____________________________
3 Organisational design 	 GPs	 17 92	 (4 15)	 5 84	 16 30***
and structure	 Cons	 1632	 (423)	 0 78
	
_____________________ Norm	 1640	 (426) ______________________
4 Organisational process 	 GPs	 14 02	 (3 32)	 4 08	 14 65***
	Co s	 1493	 (352)	 394***
	
_________________________ Norm	 15 31	 (3 77) __________________________
5 Personal relationships	 GPs	 12 04	 (2 64)	 3 35"	 5 85w"
	C s	 11 45	 (2 80)	 2 13
	
_______________________ Norm	 1162	 (253) _________________________
6 Total Job Satisfaction Score	 GPs	 81 81	 (16 05)	 1 33	 1 49
	C ns	 83 22	 (16 70)	 1 25
	
______________________ Norm	 8208	 (1660) ________________________
Key **p<OO], *** p<O 001
Comparing the study sample with Combined Sample Norms for the OS!, consultants
reported significantly more job satisfaction in terms of 'achievement, value growth' and
'the job itself in companson with norms and reported 'organisational process' and
'personal relationships' to be significantly less satisI'mg in comparison with norms (all
p<O 001) GPs reported significantly greater job satisfaction than norms in terms of
'achievement, value, growth', 'organisational design and structure' and 'personal
relationships' subscales (all p<O 001) 'The job itself and 'organisational process' were
reported as significantly less satis1iing by GPs in comparison with norms (both
p<O 001) There was no significant dierence in total job satisfaction scores between
GPs or consultants in comparison with normative data
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Multivanate Analysis Occupational Stress
Mean scores for female and male GPs and consultants, together with results of the
multivariate analysis of covariance for the six sub scales of the OSI Occupational Stress
Scale are shown in Tables 6 4 (a) and 6 4 (b) Male GPs recorded the highest scores on
two subscales, female GPs on one subscale and female consultants on 3 subscales Using
Wilks' critenon the combmed stress subscales were shown to be significantly related to
the covanate age, and vanables sex, speciality, and their mteraction. Regression
analysis revealed a negative association between age and each of the stress subscales,
indicating that younger doctors found their work more stressfuL The main effects of sex
and speciality (GP, consultant) were also shown to affect stress scores Subsequent
umvariate analyses for each subscale showed that males were significantly more stressed
by 'factors intrinsic to the job', and their 'managerial role' Females were more stressed
by the 'home/work interface' Consultants reported greater stress than GPs on Three
subscales 'relationships with others', 'career and achievement' and 'organisational
structure and climate' Two subscales showed a sex by speciahty mteraction effect
Male GPs found 'factors mtrmsic to the job' most stressfiul, and female consultants
found 'organisational structure and climate' most stressful.
Table 64 (a) Mean Scores and Standard Deviations (SD) for Female GPs (FGP)
Male GPs (MGP). Female Consultants (FCons) and Male Consultants (MCons) on OSI
Occupational Stress Subscales
cupaonal Stress Subscale 	 I	 Mean Scores (SD)
FGP	 MGP	 FCons	 MCons
1 Factors intnnsic to the job	 58 29 01(5 59)	 3111(5 88)	 28 89 (5 29) 28 89 (6 97)
2 Managerial role	 I 74 I 34 72 (7 75)	 36 11 (8 66)
	
3417(749) 33 40 (8 81)
3 Relationships with others	 74 I 30 08 (6 98)	 30 20 (7 31)
	
30 91(675) 2999(793)
4 Career and acluevement	 74 11750(725)	 17 53 (725)
	
18 96 (6 73)	 17 76 (7 48)
5 Organisational structure 	 79 30 05 (8 68)	 30 91(8 87)	 35 52 (8 83)	 33 22 (8 74)
and climate
6 Home / work interface 	 80 31 03 (8 99)	 30 81 (8 75)	 28 51 (8 47) 28 75 (9 51)
	17.25	 0.000
	
4.02	 0.045
	
0.93	 0.336
	
0.26	 0.611
	
0.01	 0.992
	
4.80	 0.029
	
1.48	 0.224
	
1.74	 0.187
	
7.86	 0.005
	
12.49	 0.000
	
61.87	 0.000
	
2.34	 0.126
5.37
2.68
1.17
1.54
6.67
0.14
4. Sexby Speciality
(Jnteractii)
Subscale 1
2
3
4
5
6
0.021
0.102
0.280
0.216
0.010
0.707
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Table 6.4(b): Multivariate Analysis of Variance of 051 Occupational Stress Subscales
with Sex and Speciality (GP. Consultant) as Main Effects, with Age as a Covariate
Source	 Multivariate F
Wilks' Lambda	 E
Covariate	 0.90600	 6,881	 15.23	 0.000
Sex	 0.96828	 6,881	 4.81	 0.000
Speciality	 0.84300	 6,881	 27.35	 0.000
Interaction	 0.98452	 6.881	 2.31	 0.032
Univariate F (df 1,886)
1. Age (Covariate)
Sub scale 1
2
3
4
5
6
2. Sex (Main effect)
Subscale 1
2
3
4
5
6
3. Speciality (Main effect)
Subscale 1
2
3
4
5
6
Univariate F
	
33.57	 0.000
	
32.81	 0.000
	
56.36
	 0.000
	
56.63
	 0.000
	
37.75	 •0.000
	
67.16	 0.000
Note: Subscales 1-6 as listed in Table 6.4(a)
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Multivanate Analysis Job Satisfaction
Mean scores for female and male GPs and consultants, together with multivanate
analysis of variance of the Job Satisfaction subscales are shown in Tables 6 5(a) and
65(b) Male GPs recorded lowest job satisfaction scores on three subscales and female
consultants recorded lowest scores on two subscales
Table 65(q) Mean Scores for Female GPs. FGP) Male GPs (MGP). Female
Consultants (FCons) and Male Consultants (MCons) on 051 Job Satisfaction
Subscales
Job Satisfaction Subscale	 Mean Scores (SD)
FGP	 MGP	 FCons	 MCons
1 Achievement, value, growth I 82 I 23 75 (5 21) 20 97 (5 24) 24 59 (5 22) 23 66 (5 49)
2 The job itself	 68 I 16 59 (3 13)	 15 08 (3 41)	 17 08 (3 12)	 16 55 (3 63)
3 Organisational design and	 75 I 18 45 (4 08)	 17 39 (4 17)	 15 98 (4 18)	 16 69 (4 27)
structure
4 Orgaiusational process	 62 I 1457(3 22)	 1347(333)	 1471(3 53)	 15 17(352)
5 Personal relationships	 62 12 26 (2 61)	 11 82 (2 64)	 11 41(2 83)	 11 48 (2 76)
Total Job Satisfaction Score
	 92 84 90(15 76) 78 59(15 74) 83 27(16 41) 83 17(17 05)
Multivariate analysis revealed that job satisfaction was significantly related to the
covariate age, and independent variables sex, speciality and their interaction Subsequent
iuuvariate analysis showed that the covariate age was significantly related to scores on
three subscales, 'the job itself, 'organisational design and structure' and 'personal
relationships' Regression analysis revealed that age was positively correlated with each
of these subscales, indicating that older doctors expenenced greater job satisfaction
The main effect of sex significantly affected subscale scores on two subscales,
'achievement, value and growth' and 'the job itself, where females revealed greater job
satisfaction Scores on all five satisfaction subscales were affected by the main effect of
speciality Consultants reported greater satisfaction in terms of 'achievement, value and
growth', 'the job itself and 'organisational process' GPs reported greater satisfaction
in terms of 'orgamsational design and structure' and 'personal relationships' All
subscales apart from 'personal relationships' revealed a significant sex by speciality
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interaction effect. Male GPs reported least satisfaction in terms of 'the job itself,
'achievement, value, growth' and the 'organisational process' subscales. Female
consultants reported least satisfaction in terms of 'organisational design and structure'.
Table 6.5 (b) . Multivariate Analysis of Variance of OSI Job Satisfaction Subscales
with Sex and Speciality (GP. Consultant) as' Main Effects. With Age as a Covariate
Source
Wilks' Lambda
Covariate	 0.98644
Sex	 0.9343 5
Speciality	 0.81631
Interaction	 0. 97966
Multivariate F
	
5,895	 5.83
	
5,895	 12.58
	5,8 5	 40.28
	
5.895	 3.72
0.000
0.000
0.000
0.002
Univariate F
	 (df 1,889)
Univariate F
1. Age (Covariate)
Subscale 1
2
3
4
5
2. Sex (Main effect)
Subscale 1
2
3
4
5-
3. Speciality (Main effect)
Subscale 1
2
3
4
5
4. Sex by Speciali
(Interaction)
Subscale 1
2
3
4
5
0.0003
5.19
16.57
1.52
8.29
30.64
38.74
2.76
2.96
1.51
22.58
7.04
44.19
11.43
15.23
8.40
10.27
10.63
12.20
1.77
0.986
0.023
0.000
0.218
0.004
0.000
0.000
0.097
0.086
0.219
0.000
0.008
0.000
0.001
0.000
0.004
0.001
0.001
0.001
0.184
Note: Subscales 1-5 as listed in Table 6.5(a)
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Re1ationshi Between Occupational Stress and Job Satisfaction
Correlation and regression analyses were carried out to determine the zero order
relationship between occupational stress sub scales and job satisfaction and the utility of
the OSI occupational stress subscales m predicting job dissatisfaction, as shoi m Table
66 Although all stress sub scales showed a significant negative correlation with job
satisfaction, the combined subscales predicted only 14% of the variance in job
dissatisfaction for the total sample m this study in regression analysis The subscale
'organisational structure and climate' was the strongest single predictor of job
dissatisfaction in this analysis Separate regression analyses for male and female doctors
were also carried out using the same dependent and mdependent variables Since the
results were veiy similar for males and females, they are not reported here
Table 66 Predicting Job Satisfaction from Occupational Stress Subscales
Subscale
1 Factors mtrmsicto thejob - 30**	 - 15**
2 Managerial role	 - 27**	 04
3 Relationships with others - 29**	
- 01
4 Career and achievement	
- 3 l
	 - 12
5 Orgamsationalstructure	 _ 35** 	 _21***
and climate
6 Home/work mterface	 - 22**	
-02
Multiple Regression	 R = 38, Adjusted R2= 14, F=25 54, df= 6,908, p<O 0001
Analysis
(Constant= 108 94)
* p<005, **p<O Ol, ***p<000l
Sources of Occupational Stress Specific to Medicine
Sources of occupational stress listed by GPs are described in Table 6 7 Specific items
where a statistically significant difference between male and females was observed are
highlighted Six of the seven most frequently mentioned sources of occupational stress
for GPs reveal a statistically significant difference between males and females Males
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were significantly more likely to report relationships with patients (p<0.00l), and aspects
of their occupational role, i.e. volume of work (j)<O.01), paperwork (p<O.05) and
dealing with NHS change (j)<O.001) as being a source of stress than were female GPs.
Female GPs were significantly more likely to report time pressures (J)<0.05),
relationships with peers (p<0.05), home/flimily demands (j<O.0Ol) and dealing with
death and severe illness (p<O.05) as sources of stress than were male GPs.
Table 6.7. Sources of Occupational Stress for Male and Female GPs
Source of Stress 	 Females	 Males
....................... ............................................................ .................
ç.•9..•....... 	
L Reationship with patats patits demands 	 103(364) 136(515) 12..7 0
2. On call	 108 (38.2) 120 (45.4) 3.0 	 n.s.
8.Work environment, facilities
9.Interruptions, phone calls (at work)
10.Not enough time for self; leisure
11.Lack resources
12.Fear of litigation, mistakes
13.Relationships with staff
14.Management, bureaucracy
15.The job itself
16.Deal with emergencies
17.Responsibility, maintaining standards
18.Conflict between clinical, managerial role
22 (7.8)
25 (8.8)
25 (8.8)
17 (6.0)
14(4.9)
22 (7.8)
17(6.0)
19 (6.7)
17 (6.0)
13 (4.6)
15 (5.3)
26 (9.8)
22(8.3)
22 (8.3)
11(4.2)
23 (8.7)
13 (4.9)
18 (6.8)
15 (5.7)
11(4.2)
10 (3.8)
12 (4.5)
	
0.1	 n. S.
	
0.1	 n. 5.
	
0.1	 n. 5.
	
1.0	 n. S.
	
3.1	 n. S.
	
1.9	 n.s.
	
0.2	 n. 5.
	
0.3	 n. 5.
	
1.0	 n. S.
	
0.3	 n. S.
	
0.2	 n.s.
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Differences between male and female consultants in terms of their most frequently
mentioned sources of occupational stress are shown in Table 6.8. Male consultants
were significantly more likely to report responsibility for others (p<O.O5), patients'
demands (p<O.0l) and work role conflict (p<0.5) as sources of stress, whereas female
consultants were significantly more likely to report lack of resources (p<0.05),
relationships with staff (p<O.O5) and poor work environment (p<0.00l) as being sources
of' stress.
Table 6.8: Sources of Occupational Stress for Male and Female Consultants
Source of Stress	 Females	 Males	 x2
	
p<
_________________________ 
n(%)	 n(%)
1. Volume of work 	 81(36.0) 79 (36.7) 0.02	 ns
3.Health Board management, bureaucracy 52 (23.2) 54(25.1) 0.21	 ns
4.Time Pressure	 47 (21.0)	 54(25.1) 1.05	 ns
5. NTIS Change	 40(17.9) 43 (20.0) 0.32 	 ns
6.Relationships with colleagues 	 47 (21.0)	 35 (16.3) 1.59	 ns
8.Paperwork, administration 	 29 (12.9)	 33 (15.3) 0.52	 ns
9.The job itself	 30 (13.3)	 26 (12.1) 0.16	 ns
12.Dealing with death, severe illness	 19 (8.5)	 20 (9.3)	 0.09
	
ns
13.Lack control, autonomy 	 20 (8.9)	 15 (6.9)	 0.57
	
ns
Z712)	 7(3)	 118
15.Fear of mistakes, litigation	 14 (6.3)	 17 (7.9)	 0.46	 ns
16.Teaching, training others	 12 (5.3)	 17 (7.9)	 1.15	 ns
18.Being on call	 19 (8.5)	 9 ( 4.2)
	 3.39	 ns
19.Committees, politics	 13 (5.8)	 14 (6.5)	 0.09	 ns
20.Dealing with emergencies	 16 (7.1)	 10(4.7)	 1.22	 ns
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Sources of Job Satisfaction Specific to Medicine
As for occupational stress, reported sources of job satisfaction for male and female
doctors were compared. Table 6.9 shows that female GPs were significantly more likely
than male GPs to report relationships with patients (p<0.01), and knowing people
socially (p<0.05) to be sources ofjob satisfaction, whereas male GPs were significantly
more likely to report problem solving (p<0.05), teaching (p<Z0.05), providing a good
service (j)<0.001) and feedback from patients (p<0.05) to be sources ofjob satisfaction.
Table 6.9 : Sources ofJob Satisfaction for Male and Female GPs
Source of Job Satisfaction 	 Females	 Males	 p
n(%')
2.The job itself	 62 (21.9) 44 (16.7)	 2.4	 u.s.
3.Relationships with peers	 65 (23.0)	 44 (16.7)	 3.4	 U.S.
4. Intellectual, skill use
	 43 (15.2)	 45 (17.0)	 0.4	 n. S.
7. Clinical success
	 29 (10.2)	 31(11.7)	 0.31 U.S.
8.Independence, control, own boss	 47 (16.6) 42 (15.9) 0.5	 U.S.
9.Management, service development
	 18 (6.6)	 28 (10.6)	 3.2	 U.S.
10.Relationships with staff
	 34 (12.0)	 19 (7.2)	 3.6 U.S.
11.Variety of skill use
	 38 (13.9)	 36 (13.6)	 0.1	 n. S
12.Working environment, facilities
	 26 (9.2)	 21(8.0)	 0.3	 U.S.
13.Research, writing
	 11(3.9)	 6 (2.2)	 1.2	 U.S.
14.Financial reward
	 34 (12.0) 34 (12.9) 0.1	 U.S.
17.Status, useflul member of society 	 23 (8.1)	 29 (11.0)	 1.3	 n.s.
18.Teamwork
	 22 (7.8)	 13 (4.9)	 1.9	 U.S.
41(145) 23(8^7)	 44 OG
20. Work hours, flexibility	 23 (8.1)	 14 (5.3)	 1.7	 U.S.
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For consultants there were fewer significant differences between males and females in
terms ofjob satisfaction, as shown m Table 6 10 Female consultants were significantly
more likely to report relationships with colleagues (p<0 001) and flexible working hours
(p<O 05) to be sources of job satisfaction than were male consultants, whereas male
consultants were more likely to report the working environment to be a source of job
satisfaction (p<0 05) than were females
Table 610 Sources of Job Satisfaction for Male and Female Consultants
Source of Satisfaction	 Females Males
______________________ n(%) n(%)
	 ______ ____
1 The job itself	 60 (26 8) 67 (31 2) 	 1 02	 ns
2 Teaching, training others	 56 (25 0) 66 (30 7)	 1 77	 ns
3 Relationships with patients 	 67 (29 9) 54(25 1)	 1 26	 ns
4 Using skills, mtellect 	 59 (26 3) 55 (25 6)	 0 02	 ns
76 33.9) 31(14,4)	 226
6 Research, wnting 	 35 (156) 44(20 5) 	 174	 ns
7 Managing, developing seivice 	 43 (19 2) 33 (15 3)	 0 5	 ns
8 Independence, bemg own boss 	 40 (17 9) 33 (15 3)	 113	 ns
9 Chmcal success	 33 (14 7) 38 (17 7)	 0 7	 ns
10 Workingasateam	 29(129) 35(163)	 018	 ns
11 Providing good, efficient service	 30 (13 4) 30 (14 0)	 0 03	 ns
12 Helping others, solving problems 27(12 0) 27 (12 6) 	 0 09	 ns
13 Variety	 3(103) 29(13 5)	 108	 ns
14 Relationships with staff	 16 (7 1) 23 (10 7)	 1 71	 ns
15 Status, useflul member of society	 21 (9 4)	 18 (8 4)	 0 14	 ns
16. WoEking	 nunent, fàeiliti	 II (4) 23(10,7)	 5.14	 O.0
17 Financial reward	 22 (9 8)	 11 (5 1)	 3 49	 .
18 Feedback, thanks from patients 	 10 (4 5)	 6 (2 8)	 1 75	 ns
19. F1edble working hours	 i (&7)	 23)	 4.81
20 Comnnttees, politics 	 ii (4 9)	 6 (2 8)	 1 32	 ns
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6.7	 Discussion
This study set out to examine and compare levels of occupational stress and job
satisfaction in female and male GPs and consultants in Scotland, using both standardised
and validated occupational stress and job satisfaction scales which had been widely used
in health professionals and other occupations, and open ended measures to assess
stressors more specific to medicine. The study was carried out at a time of controversial
change within primary and secondary care sectors of the National Health Service, and
much public and media interest in the effects of stress on medical professionals. The
response rate for the study compares favourably with other questionnaire-based surveys
of general practitioners (Cooper et al. 1989; Sutherland and Cooper 1993). A higher
response rate was noted for female than for male subjects as reported in other studies of
doctors (Cartwright 1978; Smith et al. 1985; Myerson 1993). In terms of GP practice
characteristics, and the range of consultant specialities in the study, the responders were
representative of GPs and consultants in Scotland. However, since the returned
questionnaires were anonymous, no data on characteristics of non-responders is
available. It is possible that the study may incorporate a response bias either towards
individuals who are more stressed and therefore have an interest in reporting this, or
towards those who are under less pressure, and have more time and energy to complete
a questionnaire. A study by Myerson (1993) suggests that the latter explanation is more
likely, which would indicate that the present study may under-estimate, rather than over-
estimate levels of stress in this population. This is comfinned anecdotally by the return of
some uncompleted questionnaires in the study with written comments such as: 'too busy
to complete this' (Male GP), or 'it's nine o 'clock at night, and I'm going home to my
wt! (Male consultant)'
It is difficult to make comparisons across heterogeneous occupational groups with high
levels of specialism such as medicine. There may be large variation even within a
particular medical speciality in the actual content of the day to day job, and gender-role
differences may add to this variation. The use of a medically non-specific measure such
as the OSI, enables valid comparisons to be drawn in areas which are common to
medicine and other types of professional and managerial occupation. However, as
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previously noted, the use of the OSI as a measure of occupational stress may be open to
criticism. Subscale internal reliability coefficients in the present study, although higher
than those quoted in the OSI manual (see Chapter 5) are still less than ideal (e.g. 'factors
intrinsic to the job'; split half reliability = 0.36 in OSI manual; Cronbach's a = 0.58 in
the present study). The criterion validity of the Occupational Stress scales in terms of
prediction ofjob dissatisfaction as an outcome of stress may also be called into question
by these results, as the scales were found to jointly predict only 14% of variance in job
satisfaction scores for this sample. However, it should be noted that other studies using
occupational stressors in regression analyses have also found it difficult to account for a
large proportion of the variance in job dissatisfaction (Cooper et al. 1989; Richardsen
and Burke 1991; Sutherland and Cooper 1993). The complex multifaceted nature of the
relationship between stress outcomes, and 'stressors', and consequent difficulty in
determining causality is evident in this research as in other such studies.
Examination of the different areas of stress and satisfaction described in the subscales
revealed significant differences between males and females. Females may bring different
skills and resources to their job, compared with males, and find different aspects of their
work stressful or satisf'ing. It has been suggested that female doctors have better patient
interaction skills and find this aspect of work more rewarding and less stressful
(Branthwaite and Ross 1988), whereas males may have greater confidence in technical
and business aspects of medical practice (Simpson and Grant 1991). Alternatively,
females' greater domestic commitment might be expected to intensil' job stressors.
The inclusion of open-ended questions regarding sources of occupational stress and job
satisfaction enabled a fuller picture to be developed of stressors and satisfactions specific
to medicine, and especially items outwith the range of the 051 scales. Although some
reported areas of stress were similar to those identified in the OSI subscales, others were
strikingly different. For GPs, for exanle, relationships with patients were found to be
the most important source of both occupational stress and job satisfaction. For
consultants the overall volume of work, and lack of resources were important stressors,
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and the main source of satisfaction was 'the job itself, i.e the particular type of clnucal
work. For both GPs and consultants, NHS change was a major source of stress
Several significant differences between males' and females' reported sources of stress
and satisfaction also emerged from these open-ended responses, suggesting that males
and females may respond differently to the demands of their role m medicine
The present study found significant differences m sources and levels of occupational
stress and job satisfaction between the sexes in both primary care and secondary care
sectors of medicine
In line with other professional women, female GPs have previously been shown to have
greater job satisfaction than male colleagues (Cooper et al 1989) and the current study
supported this lindmg However, whilst previous studies had reported few significant
differences in levels ofjob stress between male and female doctors (Cooper et al. 1989,
Simpson and Grant 1991), in contrast, the present study found that male GPs reported
more stress and less job satisfaction than female GPs, and female and male consultants
In particular male GPs reported feeling less valued, and found their role at work, and
intrinsic aspects of their day to day job, such as dealing with patients, administration, or
overall workload more stressful and a greater source of dissatisfaction than other
groups The 'home/work interface' was a greater source of stress for GPs overall than
consultants, perhaps reflecting dissatisfaction with the intrusiveness of time 'on call' into
pnvate life, but contrary to expectations this area was not significantly more stressful
for females than males, and in contrast to other studies (Cooper et al. 1989, Sutherland
and Cooper 1993) this aspect of occupational stress was not a significant predictor of
job dissatisfaction for males or females in the present study (Swanson et al. 1996)
In both general practice and consultant specialities, male doctors worked longer hours
and had a heavier on-call commitment than their female colleagues Many female doctors
work part-time, and may therefore be involved less m the management of their practice
or department, havmg more 'practitioner-centred' work roles and less on-call
commitment Tins heavier workload for males may be a factor in the greater stress and
job dissatisfaction levels recorded by male GPs, although in this study, male consultants
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who had the heaviest work commitment in terms of hours, were the least stressed group
overall.
Female consultants found their work to be more stressful than did male consultants
Relationships with colleagues at work were a source both of stress and job
dissatisfaction for female consultants, as was personal career achievement, suggesting
that women may still experience difficulties with career advancement in these areas The
numerical imbalance of representation of females m some consultant specialities has been
well documented (Allen 1988, Diflner 1991, Elston 1991, 1993), and the contribution of
such minority status to occupational stress is addressed in further detail m Chapter 8
A recently published study (Caplan 1994), comparing GPs, consultants and health
service managers, found no significant differences between these groups in 'stress' levels
as measured by the General Health Questionnaire (GHQ) and anxiety scales (the
Hospital Anxiety and Depression Scales), but concluded that all three groups reported
higher than expected levels of 'stress' Since this study equated a measure of outcome or
'strain' with 'stress', results are perhaps not directly comparable with the present study
which differentiated between 'stressors' and 'strains' When GPs and consultants were
compared in the present study, there was no clear overall difference between the two
types of speciality in terms of levels of occupational stress, but differences did emerge
when specific sources of stress were examined in the OSI subscales GPs reported
significantly more stress than consultants in terms of intrinsic job factors, managenal
factors, and the home work interface, whereas consultants only reported significantly
more stress than GPs in terms of organisational structural factors However, when age
was controlled in a more conservative multivariate analysis, this pattern of results
changed, and medical speciality effects were only found to be significant m terms of
relationships with others, career stress, and 'organisational' stress, with consultants
recording greatcr stress in each of these areas This conlirms that age is an important
covariate in differentiating between stressors for these medical speciahty types
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Similarly, no significant difference between GPs and consultants was found in terms of
overall job satisfaction, although when separate sub scale scores were examined,
consultants were shown to report greater job satisfaction than GPs on three out of five
subscales, and this pattern of results was similar when age was controlled in multivariate
analysis.
The effect of age was therefore found to be highly significant in determining both
occupational stress and job satisfaction, with younger doctors reporting higher
occupational stress and lower job satisfaction than those who were older. The opposite
result might have been expected, as older consultants and general practitioners are more
likely to fulfil a managerial role, to carry greater responsibility, and may be expected to
find it more difficult to cope with radical change than their younger colleagues. It may
be that younger subjects in the study were more ready to recognise and acknowledge
sources of pressure in their job, or to admit to difficulties in coping with stress.
Alternatively the explanation may lie in the relationship between work and the demands
of family life, which are greater for younger doctors. The 'home work interface' was
significantly more stressful for younger doctors, and they may be less prepared than
older colleagues to sacrifice leisure or family time to the demands of the job. This is
reflected in the current dissatisfaction with long working hours and 24 hour on-call
commitment in the medical profession. The impact of work demands on family life for
doctors is a source of stress which will be discussed in greater detail in Chapter 10.
Comparisons with noriiative scores based on a range of different occupations conBrm
that the medical professions are not unique in experiencing occupational stress and
dissatisfaction at work. Normative data comparing males and females on these scales is
not yet available so comparisons could not be made with respect to gender. The
'organisational' aspects of work, such as poor morale or staff shortages, were in fact less
stressful for the GPs and consultants in the study than for those in the combined
occupational sample. The impact of work on home life was also less stressful.
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Aspects of the career 'rat race', including uncertainty and job insecurity fimilliar to
managers in industry and other occupational groups, was a much less important source
of pressure for doctors in the present study who may be seen to have achieved the top of
their profession. However, increasing involvement of both GPs and consultants in
economic, managerial and administrative pressures in the course of their day to day job
may be expected to rapidly narrow this gap and create more 'career pressure' in the
future.
This study describes broad areas of stress and satisfaction reported by male and female
doctors. A more detailed examination of which aspects of medical work are found
stressful or satisf'ing to which doctors would assist managers in more accurately
targeting resources in future. Further ex pmination of the characteristics of individual
doctors reporting most and least stress and satisfaction, and the strategies used to cope
with stressors, may also help to identifr how doctors can best be helped to deal with the
effects of occupational stress.
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CHAPTER 7:
Occupational Stress,
Job Satisfaction and Coping
in Male and Female General Practitioners.
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7.1 Summary
Both general coping styles and specific coping strategies have been identified as
mtervemng variables m the relationslup between occupational stress and outcomes of
stress such as job dissatisfaction,, and many previous studies have identified gender
differences in copmg behaviour Although GPs have been frequently studied m terms of
occupational stress, few studies have exainmed coping behaviour m doctors, or made
specific gender comparisons The present study aimed to compare male and female GPs
both in terms of characteristics of their practice and workload, and coping behaviour,
and the relationship of coping behaviour to occupational stress and job satisfaction, in a
sample of 264 male and 283 female GPs Two aspects of copmg were studied, firstly
perceived coping efficacy, and secondly, specific strategies for copmg with occupational
stress, which were classified into broad copmg styles The role of coping as a mediator
or moderator of the stressor-strain relationship was also investigated
Results indicated that male GPs had a heavier workload than females, and although
levels of occupational stress were similar, female GPs recorded greater job satisfaction
than male GPs There was a significant negative association between age, length of time
in post, and occupational stress, suggesting younger GPs were expenencmg greater
stress Perceived coping efficacy was positively associated with job satisfaction and
negatively associated with occupational stress for both male and female GPs There
were significant gender differences in the reported use of some coping strategies In
particular, 'discussion with spouse and colleagues' was used more frequently by female
GPs and 'physical activity' and 'hobbies' were used more frequently by male GPs Use
of social support as a copmg style was reported more frequently by female GPs than
males Emotion focused and avoidance copmg were used more frequently by male GPs
Neither perceived çopmg efficacy nor type of coping style moderated the effect of
occupational stress upon job satisfaction, and when tested for a mediation effect, the
relationship between coping efficacy as a mediator, and occupational stress and job
satisfaction was not sufficiently large to be conclusive
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7.2	 Introduction
Transactional Models of stress
The transactional model includes three main stages in the stress process, identification
of stressors or environmental demands, evaluation of the role of environmental,
demographic or psychological characteristics which affect the individual's experience or
appraisal of stress, and resulting individual or structural outcomes or strains. The middle
stage of this model includes intervening variables which can be characterised as
'mediators' or 'moderators' of the relationship between stressors and stress outcomes
(see Chapter 1, pages 8-9). A moderator variable is one "whose presence or level alters
the direction or strength of the relationship between two other variables" (Cox and
Ferguson 1991). In the stress context, examples of moderating variables are those which
might influence perception or appraisal of stressors and their effect on outcomes, such as
coping behaviour, or locus of control. Moderating variables are generally considered in
their role as joint predictors of variance in outcome or dependent variables, and are
statistically represented by interaction effects in analysis of variance or regression
analysis. A mediator variable is one which is "responsible for transmission of an effect
but does not alter the nature of that effect" (Cox and Ferguson 1991). The central
concept of mediation is that the effects of stimuli on behaviour are altered by processes
internal to the individual. In this sense, mediator variables are often individual
characteristics or personality variables such as 'hardiness', selfesteem or neuroticisni,
and are used to answer the question 'how' things happen whereas moderators address
the question 'when' they happen. However, it should be noted that the same
characteristics can be both mediators and moderators of effects depending on the
relationship under investigation.
Copin,g
Coping with stress is seen as an important intervening variable in the stressor-strain
relationship, and an individual's ability to cope with stressors has been shown to affect
the eventual strain response. Implicit in the definition of coping is that it represents both
active attempts to manage the environment, and passive or palliative attempts to
dissipate it's effects (see Chapter 1, page 17). Several approaches to the measurement
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of coping behaviour have been adopted The trait-based approach considers copmg
resources or behaviour as being individual characteristics, and seeks to identfl' coping
efficacy, styles or dispositions (Pearlin and Schooler 1978, Byrne 1961, Wheaton 1983,
Kobasa 1985) but has been criticised for assuming consistency of coping across different
problems or events (Folknuin et al 1986) Although it has been estabhshed that
individuals tend to use certain copmg styles, this may be a result of situational demands
rather than mdividual characteristics Occupational settings for example, have been
shown to be less amenable to change by the individual, requiring use of a different
repertoire of coping in comparison with domestic settings (Pearlin and Schooler 1978,
Shinnetal. 1984,Kochetal. 1991)
A second approach has aimed to identifr the structure or dimensions of coping (Folkuian
et aL 1986, Billings and Moos 1981, Pearlin and Schooler 1978) Two imim approaches
to such measurement have been adopted The first asks how the individual copes with
particular events, the second asks how they cope with stress in general. Within these
approaches many different typologies have been developed to describe coping strategies,
generally arrived at via factor analysis of lists of potential coping responses However
difficulties have ansen in arriving at standard factor solutions, perhaps because of the
volatile, time dependent, and situation-specific nature of many coping strategies The
division into emotion-focused and problem-focused coping strategies has been perhaps
the most useflul, although this broad division does not encapsulate all types of coping
response A third broad category of avoidance coping or 'suppression' has been added in
some studies (Billings and Moos 1981, Parkes 1986, 1990, Wolfgang 1991)
One aspect of coping behaviour, seeking 'social support' has been singled out for
particular attention as a potential moderator of the stress-illness response Summarising
results of 22 different studies testing for an interaction effect between stress and social
support, Wheaton (1983) coacluded that "the evidence leaves the modifier argument, as
it applies to social support, in some doubt" (page 211) A main difficulty is that
individuals use social support as a coping strategy for different reasons (e g to assist in
problem solving, or to vent emotions) which are often not specified As with other forms
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of coping, the moderating effect of social support has been shown to be dependent on
the type of outcomes measured (LaRocco et at 1980).
Coping behaviour is considered both as a main effect and a moderator variable in
research. Studies suggest that some types of coping show main effects while others show
interactive, moderator or 'buffer' effects (Parasuraman and Cleek 1984). The effect
observed also depends on type, frequency and severity of stressors and outcome
variables considered (Wheaton 1983; Folkman et at 1986). For example, a study of
coping in 264 students by Pukes (1990), showed that 'direct' (active) coping
moderated GHQ scores whereas a main effect was observed for 'suppression'
(palliative) coping. Coping resources or dispositions can also be perceived as having a
mediating effect, responsible for transmission of effects of a stressor. (Pearlin and
Schooler 1978; Vingerhoets and Van Heck 1990).
Gender Differences in Coping
Several studies have identified gender differences in coping behaviour, both in terms of
the type of strategies used, their effectiveness, and their frequency of use (Pearlin and
Schooler 1978; Folkman and Lazarus 1980; Vitaliano et al 1985; Vingerhoets and Van
Heck 1990; Blanchard-Fields et at 1991; Ptacek et at 1994). Females have generally
been shown to use less problem-focused coping, more emotion-focused coping, and
more avoidance coping than males (Billings and Moos 1981; Ptacek et at 1994),
although this is often context dependent, and related to socialisation in gender roles
rather than seen as a dispositional property. Some specific avoidant strategies such as
use of drugs and alcohol have also been shown to be used more frequently by males than
females (Carver et at 1989).
Although many studies have eximhied the relationship between stress and coping in
nurses, (for example, Pukes 1986; Dewe 1987), few have considered use of coping
strategies as an intervening variable in the study of occupational stress and job satisfaction in
doctors, who face similar occupational stressors. One recent study in consultant doctors
suggested that coping mediated the relationship between personality factors and job stress
(Deary et al 1996). Although personally maladaptive coping behaviours such as drug or
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alcohol abuse, or work related strategies such as increased presciibmg have been examined,
adaptive copmg methods used both in work and home settings have been less frequently
studied for general practitioners Studies have also specifically exmmed the role of social
support as a moderator of stress in physicians lmkmg increased levels of support and quality
of support with reduced stress, improved job satisfaction and mental well-being in both male
and female doctors (Revicki and May 1985, Kuman and Sharma 1990, Myerson 1991b,
Sutherland and Cooper 1993)
Aims
The present study sought to ex2mme the relationship between gender, occupational
stress, job satisfaction and two aspects of coping overall coping efficacy, and type of
coping strategies used, in a sample of general practitioners Differences in occupational
stress, coping efficacy and job satisfaction relative to practice charactenstics and
workload of male and female GPs were also discussed The role of perceived coping
both as a moderator and a mediator of the relationship between occupational stress and
job satisfkction was exammed
7.3 Method and Subjects
For this study, subjects were 264 male and 283 female general practitioners who took
part in the questionnaire survey as described in Chapter 5
7.4 Measures
(i) Demographic vanables Age was recorded in mne five-year age bands from 26-
30 to 65 and over Length of time in post, total length of time m medicine, and number
of qualifications were also recorded
(u) Workload was measured m terms of hours worked per week, number of posts
which were additional to main job (e g medical officer, clinical assistantslups), and other
commitments (e g research work, committee membership)
(in) Practice type (group vs single handed) and geographical area (rural, urban,
suburban, city centre, mixed) were recorded Practice characteristics in terms of size of
partnership, number of patients overall and size of own Health Board list were noted
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(iv) Copmg efficacy was assessed by the global item 'How well do you feel you
cope with stress m general?', scored on a scale where 1 = 'not at all well' and 5 =
'extremely well'
(v) Coping Strategies were assessed by an open-ended question, wherein
respondents were asked to nominate up to three strategies normally used to cope with
stress both at work and at home, giving a maximum of six responses per individual The
responses were coded by the author into 20 dichotomous (coded as 'present' or 'absent'
for each coping strategy mentioned) categones of coping, combining coping strategies at
work and at home A specific aim of this methodology was to avoid the broad xed-
response categorisation of coping strategies found m established questionnaires, and to
evolve a list of strategies considered directly relevant to the population under study The
categories were therefore arrived at by post hoc examination of the individual responses
given by a sample of 10% of male and female subjects The remaining responses were
subsequently allocated by the author into these categones
Billings and Moos (1981) note that copmg strategies are often uncorrelated, since the
use of one copmg strategy may negate the need for others In the present study,
mthviduals were asked to nominate up to six specific coping strategies used by
themselves, therefore it was only possible to allocate a 'present or absent' value for each
variable Since this led to highly skewed data in the case of variables mentioned less
frequently, mdwidual coping strategies were not Inglily intercorrelated As a potential
scale of coping strategies this type of dichotomised data was therefore found to have
veiy low reliability (a = 0 09) and did not flulfil basic criteria stipulated for factor analysis
(Ferguson and Cox 1993) An exploratoiy, broad based post-hoc structure was
therefore used to group coping strategies, based on previous research' Four categones
of coping were used 'problem-focused', 'emotion-focused', 'avoidance', and 'social
support' Allocation of coping strategies to these groupings is illustrated in Table 7 1
'Primarily the work of Billings and Moos (1980) ('Active-behavioural', 'active-cogmtive', 'avoidance -
ma commumty sample), Folkman and Lazarus (1980) ('problem-focused', 'emotion-focused' - in a
community sample), Parkes (1986) ('general', 'direct' and 'suppression' - in a sample of nurses),
Deary et at (1996) ('emotion-onented', 'task-oriented' 'avoidance' - in a sample of consultant
physicians) and Revicki and May (1985) ('social support' - in a sample of fanuly physicians)
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Table 7.1 . Classification of Coping Strate gies for 283 Female GPs and 264 Male GPs.
Classification of Coping Strategies:
1. Social Support:
Discuss with colleagues, discuss with spouse, get support from friends
2. Problem Focused Coping:
Think things through; organise work better, avoid interruptions; organise home life;
work harder, take work home; put things in perspective.
3. Emotion-focused coping:
Physical activity; hobbies, watch TV, read; stay calm, take a deep breath;
take time alone to think; shout, moan, let off steam; take a break,
time og holidays; relaxation (techniques), rest, prayer; stay cheerful,
sense of humour; keep work and home separate.
4. Avoidance:
Cut things out, don't do so much; drink, eat, smoke, drugs;
switch off don't get involved; do something different.
(vi) Occupational stress was measured by the summed score from the six subscales of
the OSI (Cooper et al 1988)2.
(vi) Job Satisfaction was measured by the 'How You Feel About Your Job' scale
from the OSI (Cooper et aL 1988). Reliability and validity data for this scale are given in
Chapter 5. This scale has been shown to have predictive validity in terms of stress-
related sickness absence. The scale has five subscales, however the total score is used in
this study as an indicator of overall job satisfaction.
2 As previously noted (Chapter 5, page 119) the summed total score for the six OSI subscales is not
normally used as a measure of overall 'occupational stress'. Following preliminary analysis of the
individual OSI stress scales to check that use of the total score did not influence the final pattern of
results, it appeared valid to use the total score in this study. This also has the advantage of reducing the
overall number of statistical tests carried out, safeguarding against inflated type 1 error, reducing the
number of variables for the final regression analysis, and simplifying the presentation of data.
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7•5	 Analysis
Comparisons were made between male and female general practitioners in terms of
demographic, workload, and practice variables, using 2 analysis, or t-tests.
Relationships between the above variables and occupational stress, job satisfaction and
coping efficacy were investigated using zero order Pearson correlations.
Hierarchical regression analysis was carried out separately for male and female doctors
to determine the ability of occupational stress, perceived coping efficacy, and coping
strategies to predict job satisfaction. Prior to the analysis presented here, a similar
analysis was carried out with demographic and practice variables entered as a first step
into the equation as 'control' variables. Since only minor and non-significant increments
to the regression equation were noted for both males and females, and to simplify
presentation, the final regression analyses were carried out including only occupational
stress and coping variables. Separate analyses were carried out for coping efficacy, and
the four coping strategy groups, together with their interactions with occupational stress,
as independent variables. Since coping was found to have a linear relationship with the
independent and dependent variables, interactions to test for a moderator effect of
coping were calculated using the product term (occupational stress multiplied by coping
variables). These interactions were entered as the last step in each hierarchical regression
analysis to ascertain any additional contribution made to variance in the dependent
variable.
7.6	 Results
Demographic and Practice Characteristics
Male GPs in the study were older (p<O.00l), had spent longer in medicine (p<ZO.00l),
and had been in their present post for significantly longer than female GPs (J)<O.001), as
shown in Table 7.2.
Male and female GPs held a similar number of academic and medical qualifications.
Although there no significant differences between males and females in terms of the
mean number of partners in the practice, or the overall size of the practice in terms of
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number of patients on the practice list, Health Board patient list sizes were significantly
larger for males than for females (p<O.0O1).
Table 7.2 : Demographic and Practice Characteristics of Male and Female GPs
Demographic
Age group
Years in post
Total years in medicine
Number of qualifications
Workload
Hours worked
Additional posts
Other commitments
Practice Characteristics
Number of partners
Total practice list size
Own Health Board list size
Practice typeIi)
Single handed
Group
Practice tvpeJi)
Rural
Urban
Suburb an
City centre
Mixed
Females	 Males
Mean (SD) Mean (SD) t
3.3 (1.6)
-7.5 (5c)
15.1 (7.0)
2.5 (1.2)
36.4 (12.4)
1.3 (0.5)
1.2 (1.3)
	
4.5 (2.0)	 4.3 (1.9)	 0.82	 541
	
7425.5	 6952.5
	
0.93	 537
	
(3705.1)	 (3567.5)
	1249. 	 1805.1
	
9.96	 521
	
(684.0)	 (588.0)
N(%)	 N(%)	 x.
11(4.1)	 12 (4.6)	 0.06
256 (97.1)	 251 (95.4)
60 (24.3)	 70 (27.6)	 11.59	 4
114 (46.2)	 95 (37.4)
36 (14.6)	 42 (16.5)
23 (9.3)	 15 (5.9)
14 (5.7)	 32 (12.6)
4.0 (1.8)	 4.79	 540
3 .2.[%'4,) q.cC	 Sé
19.3 (8.7) 6.28	 534
2.4 (1.1)	 0.53	 529
46.9 (10.0) 10.66	 519
1.5 (0.5)	 4.23	 545
2.1(1.9)	 7.18	 542
0.001
0.001
0.001
n. s.
0.001•
0.001
0.001
n. S.
n. s.
0.001
U
n. S.
0.05
Only a veiy small percentage of both male (4.6%) and female GPs (4.1%) were working
in single-handed practices. More female GPs than males worked in urban or city centre
practices, whereas more males thar females worked in rural, suburban or 'mixed'
practices. Male GPs worked significantly more hours per week (p<0.001), held more
additional posts (p<zO.001) and other work commitments (p<Z0.001) than female GPs.
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Relationship between Demographic Variables. Occupational Stress, and Job Satisfaction
For both male and female GPs, bivariate correlations, shown in Table 7.3, revealed that
age group, length of time in present job and length of time in medicine overall were
significantly negatively associated with occupational stress (p<0.0l) suggesting that
younger, less experienced GPs were experiencing more occupational stress. There was
no significant association between these variables and job satisfaction, apart from a small
significant correlation between number of partners in the practice and job satisfaction,
for female GPs (p<0.05). Age group, length of time in medicine, hours worked, and list
size were also positively correlated with perceived coping efficacy for females (p<z0.01),
but not for male GPs.
Table 7.3 : Pearson Correlations Showing Relationship between Practice Variables.
Occupational Stress and Job Satisfaction for Female and Male GPs
Variable	 Occupational	 Job Sail faction	 Coping Efficacy
Stress
Females Males Females Males Females Males
Agegroup	 _.21**	 _.32** .07
	 .04	 .20**	 .09
TimeinMedicine	 _.22**	 _,33** .05	 .07	 .16**	 .10
Timein Present post
	
_ . 18**	 _.17** .03
	 .04	 .08	 .04
Hoursworked	 -.01	 _.13*	 -.09	 -.08	 .18**	 -.06
Size of HE List
	
_.13*	
-.09	 .11	 .04	 .20**	 .07
No.ofPartners	 -.06	 .07	 .13*	 -.03	 .l4*	 -.09
Key: * p<O.05, ** p<O.Ol,	 p<O.001.
Practice Type
Analysis revealed no significant differences in levels of occupational stress, job
satisfaction or coping efficacy for either male or female GPs who were in single handed
or group practices. Similarly, for , female GPs, analysis of variance revealed no
significant difference in levels of stress, job satisfaction or coping efficacy between
practices in different geographical areas (rural, urban etc.). However for male GPs
those in practices described as either 'rural' (n70, mean 82.5, SD1O.9) or 'mixed'
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(n=32, mean 84.9, SD .15.5) recorded significantly higher job satisfaction scores than
those in 'urban' areas (n=95, mean = 73.5 (SD 15.4) (F(4,249) = 6.0, p<O.00l; Scheffe
= p<O.Ol). There were no significant differences in levels of occupational stress, or in
perceived coping efficacy for male GPs in different types of geographical area.
Gender Differences in Job Satisfaction, Occupational Stress and Coping Efficacy
Female GPs in the study reported significantly more job satisfaction than male GPs, as
seen in Table 7.4, although there were no significant differences between male and
female GPs in terms of overall levels of occupational stress, or coping efficacy.
Table 7.4: Comparison of Job Satisfaction. Occupational Stress and Coping EffIcacy
for Male and Female GPs.
Females	 Males	 t	 df p<
Mean (SD)	 Mean (SD)
Job Satisfaction	 84.9 (15.8)	 78.6 (15.7) 4.65 537 0.001
Occupational Stress	 163.3 (38.2)	 168.5 (37.8) 1.58 537 n.s.
Coping Efficacy	 3.04 (0.6)	 3.03 (0.8)	 0.08 540 n.s.
The relationship between perceived coping efficacy and occupational stress and job
satisfaction was also investigated graphically for male and female GPs. As shown in
Figure 7.1, a clear positive linear relationship is observed between perceived coping
efficacy and job satisfaction for both male and female GPs. Subjects who reported
coping 'not at all well' or 'not very well' are seen to have lower job satisfaction scores
than those who reported coping 'very well' or 'extremely well'. A similar linear
relationship is observed between perceived coping and occupational stress as shown in
Figure 7.2. Subjects who reported coping 'not at all well' or 'not very well' reported
higher occupational stress scores than those who reported coping 'very well' or
'extremely well'.
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Figure 7.1 : Job Satisfaction for Increased Coping ElfIcacy for
Male and Female GPs
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Figure 7.2: Occupational Stress for Increased Coping ElfIcacv for
Male and Female GPs
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Table 7.5: Coping Strategies Used b y Male and Female GPs
Strategy	 Females Males
Putgsiper ctiv.e, .hr0.ugh	 .3L(1L0...(10•)
Physical aetwity	 81(286) 103 (390)**
Organise work better, avoid interruptions	 85 (30.0)	 66 (25.0)
Planyourtime	 49 (17.3)	 36 (13.6)
Cutthings out, don't do so much, rest, relax. 	 72(25.4)	 50(18.9)
P......(
Hobbies waieh TV tad	 72(25.4) 102 (38 6)**
Take a deep breath, stay calm	 23 (8.1)	 23 (8.7)
Take time alone to think	 17 (6.0)	 18 (6.8)
Eat, drink, smoke, drugs 	 29(10.2)	 40(15.2)
Switch og don't get involved	 18 (6.4)	 22 (8.3)
Supportfromfriends	 53(18.7) 47(17.8)
Shout, moan, let off steam	 35 (12.4)	 21(8.0)
Take a break, time og holiday 	 20(7.1)	 27(10.2)
Relaxation (techniques), prayer 	 29 (10.2)	 25 (9.5)
Work harder, take work home	 39 (13.8) 34 (12.9)
Stay cheerful,sciise of humour 	 .12(4
Keep work and borne separate
	
14(4 9	 31 (11 ?)*
-
Key: * p<O.O5, ** p<O.Ol, *** p<O.001
Coping Strategies
There was no significant difference between male and female GPs in the number of
coping strategies reported (females mean = 3.6, SD1.8; males mean = 3.5, SD1.8,
t = 0.58, n.s.). There were also few significant differences between males and females in
terms of the frequency with which specific individual coping strategies were reported as
shown in Table 7.5 (represented by shaded items). 'Discuss with colleague, spouse' was
mentioned by a greater proportion of females (130, 46%) than males (74, 28%) (x2=
18.7, df=1, p<O.001); 'seek help, delegate' was also mentioned by a greater proportion
of females (54, 19%) than males (33, 12%) (x2 4.4, df=1, p<0.O5). Use of 'physical
activity' as a coping strategy was mentioned by a greater proportion of males (103,
39%) than females (81, 29%) (x2= 6.6, df=1, p<O.Ol); 'hobbies, reading, watching TV'
was mentioned by significantly more males (102, 39%) than females (72, 25%); and
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'keeping work and home separate' was mentioned by more males (31, 12%) than
females (14, 5%) (x2= 18.7, df=1, p<O.Ol).
When the above specific strategies were combined according to coping style (see Table
7.1), significant differences in the proportion of male and female GPs using different
styles of coping were observed, as shown in Table 7.6. A significantly larger percentage
of responses were categorised as indicative of using 'social support' as a coping style
for females than for male GPs (p<0.001), and a significantly larger percentage of
responses were categorised as indicative of using 'emotion-focused coping' (J)<Z0.05)
and 'avoidance' coping styles (p<Z0.O1), for males in comparison with female GPs.
Table 7.6: Comparison of Coping Styles Used by Male and Female GPs
Coping Style	 Female	 Male
n(%)	 n(1%)
Social Support
Yes	 154 (54.4)	 95 (36.0)	 18.7 1	 0.001
No	 129 (45.6)	 169 (64.0)
Problem Focused Coping
Yes
No
Emotion Focused Coping
Yes
No
Avoidance Coping
Yes
No
	
152 (53.7)	 132 (50.0)
	131 (46.3)	 132 (50.0)
217 (76.7) 233 (84.5)
66 (23.3)	 41(15.5)
	56 (19.8)	 80 (30.3)
	
227 (80.2)	 184 (69.7)
	
0.75 1	 n.s.
	
5.27 1	 0.05
	
8.08 1	 0.01
Prethcting Job Satisfaction from Occupational Stress. Coping Efficac y, and Coping
Strategies.
Both occupational stress (in a negative direction) and coping efficacy (in a positive
direction) were significant predictors of job satisfaction in female and male GPs as
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shown in Table 7.7, with coping efficacy predicting a slightly larger percentage of
variance in job satisfaction scores for male GPs (7%) than for females (3%).
Table 7.7: Occupational Stress. Coping EffIcacy and Coping Strategies as Predictors
of Job Satisfaction for Male and Female GPs.
Female GPs	 Male GPs
____________ B
	
R2Change B	 R2Change
1. Occupational Stress
	 -.03	 -.07	 .10***	 -.01	 -.03
(OS)
2.CopingEfflcacy(CE)	 8.85	 .36	 .03**	 10.65	 .52
3.OSxCE	
-.03	 -.28	 .01	 -.03	 -.30	 0.01
AdjR2= .12	 AdjR2=.17
______________________ F (3,267) = 13 . S***	 F (3,258) = 19.11***
l.OS	
-.13	 -.33	 .10***	
-.11	 -.27
2. Social Support (SS)
	 6.74	 .21	 .03**	 21.18	 .65	 .01
3.OSxSS	
-.01	 -.05	 .01	 -.10	 -.57	 .01
AdjR2= .11,	 AdjR2=.12
_______________________ F(3,267) = 13.4***
	 F (3,258) = 12.77***
1.OS	 -.16	 -.38	 .10***	
-.13	 -.30
2. Problem-focused (PC)
	 -6.2	 -.19	 .01	 6.85	 .22	 .01
3.OS x PC	 .05	 .30	 .01	 -.02	 -.12	 .01
AdjR2= .10,	 AdjR2=.11
_______________________ F (3, 267) = 11.7***
	 F (3,258) = 11.55***
1.OS	
-.15	 -.36	 .10	 -.06	 -.15
2. Emotion-Focused (EC) -2.37
	 -.06	 .01	 20.45	 .47	 .01
3.OSxEC	 .02	 .10	 .01	 -.10	 -.45	 .01
AdjR2= .10,	 AdjR2=.12
_______________________ F (3,267) = 10.4***
	 F (3,258) = 12.50***
1.OS	
-.11	 -.27	
-.11	 -.26
2. Avoidance (A)
	 18.04	 .46	 .01	 17.50	 .51	 .01
3.OSxA	
-.10	 -.45	 .01	 -.10	 -.53	 .01
AdjR2= .10,	 AdjR2=.11
____________________ F(3,267) = ii.5***	 F(3,258)= 11.44***
1ey:	 p<O.01,	 p<O.001.
Male GPsFemale GPs
_lO.02** _ll.12***
-. l4***-. 13***
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Use of social support as a coping strategy was also a significant predictor of job
satisfaction for female GPs, but not for male GPs. Problem-focused, emotion-focused
and avoidance coping did not significantly predict variance in job satisfaction scores for
either male or female GPs. The product (interaction) term for occupational stress and the
coping variable in question was entered as the third step in each analysis to investigate
the moderating effect of coping efficacy, social support, problem focused coping,
emotion-focused coping and avoidance coping on job satisfaction. The addition of the
interaction term did not contribute significantly to any of the regression equations,
suggesting no significant moderating function for coping efficacy or coping styles in
either male and female GPs.
Coping Efficacy as a Mediator of Occupational Stress
The possibility that perceived coping efficacy would function not as a moderating
variable, but as a mediator between occupational stress and job satisfaction was
considered. Following Baron and Kenny's (1986) test of mediation, coping was
regressed firstly onto occupational stress, to establish a significant relationship.
Secondly, job satisfaction was regressed onto occupational stress, and thirdly job
satisfaction was regressed onto both occupational stress and coping. For mediation to
hold, the effect of occupational stress on job satisfaction must be less in the third
equation than in the second. Results are shown in Table 7.8.
Table 7.8: Coping as a Mediator between Occupational Stress and Job Satisfaction for
Female and Male GPs
Un standardised Rejression Coefficient (B)
Regressionl DV=OS
N Coping
Regression2 DV = JS
lV=OS
ssion3j : DV= JS
iv=os	 _.12***	 _.11***
WCoping	 394**	 5.60***
Key: DV = Dependetit variable; JV = Independent variable; OS = Occupational stress; JS Job satisfaction.
** p<O.O1,	 p<O.001.
Chapter 7	 174
For both female and male GPs coping efficacy was significantly related to occupational
stress in the first equation. Although for both female and male GPs the value of the
unstandardised regression coefficient was reduced between the second equation and the
third, as shown in Table 7.8, this was only by a very small amount (0.01 for females,
0.03 for males) making it difficult to unequivocally conclude the existence of a mediation
effect for perceived coping efficacy.
7.7	 Discussion
The issue of occupational stress is an important one in terms of its impact on medical
practitioners, since outcomes not only affect the individual GP but also his or her family,
and ultimately, may impact on patient care. This study showed that occupational stress
was a significant predictor of job satisfaction for male and female GPs. Job
dissatisfaction has been shown in other studies to be a reliable measure of outcome of
stress which is related to sickness absence from work, and psychiatric morbidity in health
professionals (Rees and Cooper 1991; Raniirez et al. 1996).
Workload variables (hours worked and list size) were not found to be significantly
associated with job satisfaction for either male or female GPs in this study. Other factors
of workload which were not considered here, such as organisation of appointments
within the practice, the doctor's consultation style, and characteristics of the patient
population may be more significant predictors of job satisfaction (Rankin et al. 1987;
Howie et at 1992b; Groenewegen and Hutten 1991).
An earlier study of stress in general practitioners (Rout and Rout 1993) found several
differences in sources of stress between GPs in rural and urban areas. Although the
present study did not closely investigate reported sources of stress for these groups, no
significant differences were found in occupational stress levels between GPs in different
types of geographical area. However a not unexpected finding of the study was that
male GPs in areas described as 'rural' or 'mixed' reported significantly higher job
satisfaction scores than those in urban or city centre areas.
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This significant difference was not found however, for female GPs3.
A worrying finding of this study, discussed previously in Chapter 6, is the fact that
younger, less experienced male GPs recorded greater occupational stress. Similarly, the
association between age and length of work experience, and coping efficacy was non-
significant for males. Coping behaviour has been highlighted as one of the most
important intervening variables in attempts to explain why some individuals suffer
adverse effects of occupational stress and others do not. Previous research into coping
has highlighted the importance of distinguisliiiig between what people are and what
people do in terms of coping behaviour. Wheaton (1983) has argued that coping
resources and coping strategies each have a separate predictive role, and this approach
was adopted in the current study.
Although perceived coping efficacy was shown to be significantly related to both
occupational stress and job satisfaction for male and female GPs, no significant
moderating effect, and only a small mediating effect were observed. This leads to the
somewhat tentative conclusion that 'coping efficacy' as measured in this study is a stable
individual trait or characteristic rather than a situational response to particular
occupational stressors. Although coping efficacy revealed a significant main effect on job
satisfaction in this study, only a small amount of variance in job satisfaction in both male
and female doctors was accounted for by coping efficacy. The reliability of this single-
item measure might be questioned, although it has been noted in other areas (e.g.
measurement of anxiety), that global measures may be as sensitive, or more sensitive
measures of outcome than use of total scores of rating scales (Lipman et at 1965;
Keilner and Uhlenhuth 1991). Such measures also have the advantage of brevity and
improved potential compliance, particularly in a sample of doctors such as this one, for
3 One aspect of stress, making out of hours visits was investigated for GPs in different geographical
areas. For male GPs in rural areas, out of hours visits ware significantly less stressful than for male GPs
in urban or city centre areas (t=2.04, df=172, p<O.OS), whereas there was no difference in the
stressfulness of out of hours visits comparing female GPs in rural versus urban and city centre areas
(t=O.60, df=155, n.s.). Also, longer working hours were associated with lower occupational stress for
rural male GPs (r=-.3 1, p<O.O1), but not for male GPs in other geographical area, or for female GPs in
any type of area
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whom completing long questionnaires might be seen as an additional administrative
source of stress.
Other researchers have examined the relationship between coping and personality or
individual variables, for example optimism, neuroticism and extroversion, positive and
negative affectivity, or sell' esteem (Parkes 1986, 1990; Deaiy et at 1996), and further
research considering the role of such variables in determining coping efficacy in the
present sample would be of interest in identification of potential areas for intervention,
for staff selection or to improve coping efficacy in general practitioners.
Only one group of coping strategies, use of social support, made a significant
contribution to variance in job satisfaction, and only for females and not for male GPs in
the study. No significant moderating effect of any type of coping strategy on job
satisfaction was observed. This finding is similar to that noted by Shinn et at (1984) in a
sample of 141 (58% female) human service professionals. Shinn et at found that neither
individual coping strategies nor 'higher level' strategies (group and agency coping)
contributed significantly to variance in psychological symptoms, somatic symptoms, job
alienation or job satisfaction, either as main effects or moderating (interaction) effects,
and concluded that job stressors may not be amenable to individual coping, but group or
societal efforts are needed to significantly reduce strain outcomes.
The sensitivity and reliability of the measure of coping strategies used in the present
study could also be questioned, and one could argue for use of a previously validated
and standardised measure of coping. However, the open-ended methodology used here
has the advantage of athving at a list of strategies directly relevant to the coping tasks of
the occupational group in questio and could be used to provide the basis for future
standardisation and validation of such a measure with particular relevance for GPs. It
has a further important advantage of being less time-consuming to complete.
It is interesting to note the gender differences in coping strategies used by male and
female GPs. As with other studies, female GPs recorded greater use of social support as
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a coping strategy than males (Shinn et al 1984; Greenglass et aL 1990; Vingerhoets and
Van Heck 1990). Whereas some previous studies have suggested that males use more
problem-focused coping, the present study found no significant difference between males
and females in the amount of problem-focused coping. This is perhaps because the
question asked in this study was specifically directed at use of coping in the same work-
related and home-related settings for both males and females, and use of coping
strategies is directly related to the type of setting. Contraiy to many other studies,
(Billings and Moos 1981; Stone and Neale 1984; Vingerhoets and Van Heck 1990), an
unexpected finding in this study was male GPs' recorded greater use of emotion-focused
coping than females. This may be in part a reflection of the decision by the author to
include two particular coping strategies (use of sport or physical activity and hobbies)
which were reported by proportionally more males than females, in the 'emotion-
focused' category of coping styles. It could perhaps be argued that these activities may
alternatively be classified as 'avoidance' coping or even as a means of obtaining 'social
support'. This highlights a general problem of using a questionnaire survey
methodology, whereby it is not possible to capture nuances in meaning of individual
responses to general types of question. Clarification of issues such as this is not possible
without using interview-based techniques.
Other research has noted differences between males and females in 'avoidance' coping,
with a main area of difference being the extent of maladaptive coping behaviour (e.g.
smoking, alcohol use). A qualitative study of GPs' strategies for dealing with problems
in general practice identified 'escapist responses' as common forms of coping
behaviour, noting doubts as to their efficacy (Myerson 1992). Similar proportions of
males (15%) and female GPs (10%) reported use of 'eating', 'drinking', 'smoking or
drugs' in the present study, although males reported greater use of avoidance coping
overall than females. Whether or not 'avoidance' coping is adaptive or maladaptive
depends on the nature and situation of the stressor and also on the individual's degree of
control over the stressor. Parkes (1990) has pointed out that although avoidance coping
is perceived as maladaptive, in a situation of low control over stressors this type of
coping may successfiully alleviate distress in the short term. Similar flndings of the
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effectiveness of avoidance or denial in coping with illness have been noted (Schoeneman
etal. 1983).
In terms of intervention to improve coping skills, it is important not only to be able to
identify what strategies are used, but also to identify the efficacy of these strategies to
the individual concerned. Unfortunately in the present study, no information was
recorded as to the perceived efficacy of individual coping strategies, and this important
aspect of measurement of coping should be included in future research studies. If we
assume a view of coping as rational and deliberate, it could be argued that strategies
used most often are those which are judged most useful in providing relief from distress.
However, it should be noted that frequency of use of coping strategy is not necessarily a
guarantee of its success, or an indication of the. level of strain experienced by the
individual in question. In a critique of coping research, in which he recommends the
study of coping under 'normal' conditions, as well as under conditions of stress,
Newton (1989) notes that: "the 'successful coper' may be one who accurately
diagnoses when a particular coping approach will be effective and when it will not, yet
we will learn little about the cognitive skills used to do this f we do not study effective
or habitual coping as well as coping with demands perceived as stressful" (page 449).
The use of physical exercise as a coping strategy was the most frequently mentioned
item by male GPs in the present study. Although frequency of physical exercise has been
shown to be related to physical fitness and cardiovascular health, the research evidence
for exercise as a moderator of the relationship between occupational stress or job
satisfaction, or between occupational stress and psychological well-being is inconclusive,
since the same underlying personality traits may be responsible both for the tendency to
exercise and perception of occupational stress and well-being (Jex 1991; Kirkcaldy et al.
1994). Males in general report higher levels of exercise than females, and it may be that
exercise is a short-term palliative strategy for coping with minor hassles but not an
effective long-term solution to more serious or acute stressors.
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As in a previous study of occupational stress m GPs (Sutherland and Cooper 1993),
seeking support or advice from spouse, friends or colleagues was mentioned more
frequently as a copmg strategy by female GPs than by males in the present study
Traditionally the role of the GP has been a fairly isolated and autonomous one
Changes m general practice in more recent years encouraging larger scale partnerships,
collaboration and teamwork may encourage more formal and informal contact between
colleagues winch foster social support in working relationships Other changes in terms
of GPs' 24 hour commitment and amount of time spent on call may also have had
repercussions in terms of improved opportunities for maintaining supportive
relationships within the fmu1y and with friends If changes in general practice enable
male GPs in particular to devote more time and energy to maintaining close working
relationships with their peers and colleagues, and to achieve a balance between time
allocated to work and flimily life, then tins may improve their future resources for coping
with the pressures of general practice
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CHAPTER 8:
Occupafional Stress and Job Satisfaction
in Consultant Physicians in Different Specialities
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8.1 Summary
The specialist role of the medical consultant may be charactejised as simultaneously
stressful and satisIying. However, as a result of structural change in the NHS, the
traditional role of the consultant has been subject to changes leading to reduced morale
and increased occupational stress. The present study sought to investigate workload,
occupational stress and job satisfaction in medical consultants, comparing doctors in
different types of medical speciality, and considering differences in gender distribution
within specialities as an intervening variable in the experience of stress and job
satisfaction. Comparisons with OSI norms for occupational stress and job satisfaction
were also carried out, and the impact of change within the NTIS on the consultant's role
for different types of speciality was assessed.
The sample for this study comprised 215 male and 224 female consultant physicians
across eight different classifications of medical speciality. Half of the specialities were
classified as being numerically 'male-dominated' and half as being 'less male-dominated'
and females and males in these classifications were compared in terms of occupational
stress and job satisfaction. The ability of marital and parental status, hours worked and
time on call to predict job satisfaction in 'male-dominated' and 'less male-dominated'
speciality types was also considered.
Comparisons between specialities indicated that workload, and sources and levels of
occupational stress and job satisfaction varied between different types of speciality, with
physicians having the heaviest workload and public health /community specialists having
the highest stress and lowest job satisfaction scores overall.
	 Higher levels of
occupational stress were related to lowered job satisfaction for each speciality.
Comparisons with norms revealed consultants to have less stress and greater job
satisfaction overall than individuals in other occupational groups. Females in 'male-
dominated' specialities were found to have significantly less stress and greater job
satisfaction than females in 'less male-dominated' specialities, and it was suggested that
this may be related to workload and domestic characteristics of females in the latter
group. Increased 'bureaucracy' and financial accountability were the most frequently
reported consequences of recent NTIS change for consultants in this study.
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8.2	 Introduction
The majority of studies of occupational stress in doctors have been carried out in general
practice, perhaps because, having reached the top of their career ladder, the consultant's
job, although demanding, is intrinsically highly rewarding, skilled, autonomous, and well
remunerated, and therefore less stressflul. The rigorous training, career structure, and
demanding selection process for consultant posts may also be thought to lead to self.
selection of those individuals with most stress-resilient characteristics or resources into
such posts.
Although some characteristics of medical work are common to all specialities, the role of
'consultant' is by no means a homogeneous one. Characteristics of different types of
speciality may vary greatly, for example, by different degrees of patient contact, amount
of contact with chronic or severe illness, and levels of both quantitative -workload in
terms of actual hours worked, and qualitative workload in terms of the level of demand
and intensity of the work done. Time spent on call may also be an important source of
stress, because of the intrusion into personal or family life, and the additional fatigue due
to loss of sleep (Spurgeon and Harrington 1989; Hallam 1994). It has been argued that
two main characteristics of the consultant's role, autonomy and leadership, have been
recently challenged by the development of health care purchasing bodies, and changes in
the role of junior doctors in the UK (Bailey 1995). These characteristics may influence
both levels of perceived occupational stressors, and job satisfaction.
Most previous studies of consultant doctors have been carried out in single specialities,
or been relatively small scale (Ducker 1980; Lewy 1986; Robinson et aL 1986). One
recent larger-scale study carried out in the UK (Caplan 1994), compared 81 hospital
consultants with 322 general practitioners and 121 health service managers, using the
General Health Questionnaire as an outcome measure of stress, and the Hospital Anxiety
and Depression Scale as a measure of depression and anxiety. This study concluded that
levels of depression were higher for both general practitioners and consultants than for
managers, and over half of the consultants, general practitioners and managers scored
above population norms on the GHQ, and above the accepted cut-off point for anxiety.
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However, although the GHQ has been widely used in research as a measure of strain, it
is essentially a measure of non-psychotic psychiatric morbidity, rather than a measure of
occupational stress. As such the GHQ does not explain what proportion of the reported
strain is stress related and does not exsimine or indicate the source or severity of
stressors, let alone whether the stress is work related. This study also failed to consider
possible sex differences or speciality differences in stress or stress outcomes.
Gender Differences
Gender is an important variable in the relationship between occupational stressors and
the experience of strains. It has been found that particular areas of stress, e.g. role
conflict, are experienced more frequently by females than males in the workforce
(Sekaran 1983; Nelson et al. 1990). However, research is equivocal in attributing gender
differences in occupational stress to males' and females' stereotyped sex roles or
alternatively to the social structures which assign different roles to males and females
within an occupational setting (Deaux 1984) . Role conflict has been discussed most
frequently in terms of the relationship between occupational and domestic roles for
females, but other sources of conflict, such as having minority or 'outsider' status in
male dominated work settings (Epstein 1970; Kanter 1977), and sexual harassment and
prejudice due to gender stereotyping (Fitzgerald et a]. 1994) may also be specific sources
of occupational stress for females. A number of authors have addressed the specific
problems faced by female doctors in achieving career progress in some medical
specialities, (Henryk-Gutt and Silverstone 1976; Mawardi 1979; Allen 1988; Dillner
1993) and the problems of pressure due to conflict between the medical role and
personal relationships or family life (Allen 1988; Elliot 1978).
It is well documented that females are more likely to work in certain medical specialities,
including pathology, anaesthetics and psychiatiy, community medicine and community
health, and less likely to work in acute specialities than males (Quadagno 1976;
Cartwright 1987; Allen 1988)r. Currently only approximately 3% of doctors in surgical
specialities are female (Dillner 1993). For females, choice of career speciality may be
more frequently governed by practical considerations, (for example, flexibility in terms of
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working hours, or fitting in with spouse's career pattern), than for males. Some
specialities offer more regular hours, less on call work, and possible part-time working
which may make it easier for females to accommodate their domestic role. Prejudice
against females who have obvious minority status in some specialities may also have
governed career choice or career progress in the past (Ducker 1980; Allen 1988).
Perhaps because numbers of female consultants are relatively small (currently
approximately 18% in the UK (HMSO 1994), gender differences are often not
considered by researchers in studies of stress or job satisfiiction in this occupational
group. Certainly, job characteristics in terms of work hours and time spent on call have
been shown to differ by gender for physicians in the USA (Heins et al. 1977; Grant et al.
1990), and also in samples of general practitioners in the UK (Cooke and Ronalds
1985a).
One large scale study of over 2,500 physicians which addressed the question of gender
differences was carried out in Canada (Richardsen and Burke 1991). This study found
more similarities than differences in terms of occupational stress and job satisfaction for
males and females, although females reported slightly more 'total stress' than males.
Hours worked and time on call were identified as the most common sources of stress for
both males and females, and males and females were found to have different 'work
styles', although sex-role differences or role conflict were not identified as a particular
source of stress for females, and no comparisons between different types of medical
speciality were offered in this study.
Aims
The present study sought to compare sources of occupational stress and job satisfaction
in consultants working in a range of medical specialities with different gender
composition, considering workload and demographic differences between males and
females. Combined sample norms were utilised to compare sources and levels of
occupational stress and job satisfaction for consultants and individuals in other
occupations. Firstly, it was hypothesised that some types of medical speciality may be
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more stressful or satisfjing than others. Secondly, and more specifically, it was
anticipated that specialities in which males predominate to a greater extent, and females
therefore have minority status, may be perceived as being more stressful, and less
satisf'ing by female doctors than other types of speciality. Particular aspects of
occupational stress, such as the structure of the organisation, career achievement, or role
considerations, were expected to be rated as more stressful for female consultants in
'male dominated' than in 'less male-dominated' speciality types. Similarly, the interface
between work and home may be more stressful for females working in 'male dominated'
types of speciality than in those which are more likely to accommodate domestic
demands (e.g. by offering opportunities for part-time working). No difference in
sources or levels of stress or satisfaction is anticipated for male doctors in these two
classifications of speciality. Workload levels may vary by type of speciality, and marital
and parental status may also be important in determining the impact of occupational
stress on job satisfaction for male and female consultants.
8.3 Method and Subjects
The 373 male and 355 female consultant physicians in the study sampling frame were all
employed in the NHS in Scotland. A description of the sampling procedure for
consultants is given in Chapter 5 (page 113).
8.4 Measures
i) Demographic Variables: Speciality type, sex (1= female, 2=male), marital status
(single, separated, widowed, divorced ( =1), married/cohabiting (=2), and parental status
(non parent = 1, parent = 2) were recorded.
ii) Quantitative workload was assessed by self .report of hours worked per week
Time spent on call was recorded separately. For this analysis, time on call during the
week was coded into four broad categories: none or only occasional; less than once a
fortnight; between once a week and once a fortnight; and more than once a week
iii.) Occupational stress was recorded by the 'Sources of Pressure' Scale from the
OSI (Cooper et al. 1988). A description of this scale and subscales, it's construction,
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and psychometric data is given in Chapter 5 (j)ages 12 1-123). Scale reliabilities for the
current sample were calculated using Cronbach's a and shown to be adequate:
(a) Factors intrinsic to the job (9 items) (a = .67); (b) The managerial role (11 items) (a
= .75); (c) Relationships with others (10 items) (a = .73); (d) Career and achievement (9
items) (a = .75); (e) Organisational structure and climate (11 items) (a = .8 1); (f)
Home/work interface (11 items) (a = .81). The summed subscale score was also
calculated (a = .94)'.
hr.) Job Satisfaction was measured by the 'How You Feel About Your Job' scale
taken from the OSI, also described in Chapter 5 (pages 123-124). Again, scale
reliabilities were calculated using Cronbach's a (a) Achievement, value, growth (6
items) (a = .80); (b) Satisfaction with the job itself (4 items) (a = .68 ; (c) Satisfaction
with organisational design and structure (5 items) (a = .76) : (d) Satisfaction with
organisational process (4 items) (a = .69); (e) Personal relationships at work (3 items)
(a = .62). The job satisfaction scale total (a = .92) was also calculated.
The studies on which the OSI scale norms are based include a community study, studies
of health authority workers and university staff, blue collar factory workers, managers in
industry and general practitioners. A benefit of these scales was their applicability to a
range of managerial occupations and focus on issues hypothesised to be potential
sources of gender differences in occupational stress for consultants, for example, career
stressors and the home work interface.
v.) Impact of NHS change for doctors in different consultant specialities was
ascertained by the question: 'Have recent changes in the Health Service affected your
day to dayjob?'. Those doctors who answered positively were asked to list, in an open-
ended format, up to five ways in which changes had affected their job. These responses
were rated by the author as being either 'positive' (i.e. supportive of change) or
'negative' (i.e. unsupportive of change) and subsequently categorised into nine broad
categories, with responses allocated to these categories as 'reported' or 'not reported'.
1 As noted previously Cooper et al (1988) do not use the summed subscale score as a measure of overall
'occupational stress'. No Combined Sample norms are therefore available for the summed subscale
score in Table 8.3.
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8.5	 Analysis
In order to investigate differences between speciality types, respondents were first
classified into 8 speciality groups, using the broad headings adopted by the ISD (ISD
1992b). A description of this allocation is given in Table 8.1. Differences between males
and females in terms of demographic characteristics were investigated using chi square
analysis and t-tests. Differences between males and females and between speciality
groups in terms of workload and time on call were investigated using factorial ANOVA.
Table 8.1 Speciality Groups and Allocation to Categories
Speciality Group	 Allocations:
1 Physicians	 Cardiology, Dermatology, Forensic Medicine,
Gastroenterology, General Medicine, Geriatric Medicine,
Infectious Diseases, Medical Paediatrics, Neonatology,
Nephrology, Neurology, Oncology, Palliative Medicine,
______________________ Rehabilitation Medicine, Rheumatology, Urology.
2 Surgeons
	
	 Accident and Emergency, General Surgeiy,
Opthalmology, Orthopaedic Surgery, Otolaryngology,
______________________ Spinal Medicine, Thoracic Medicine.
3 Anaesthetists	 Anaesthetics, Neuroanaesthesia.
4 Laboratory Doctors
	
	 Bacteriology, Biochemistry, Clinical Chemistry, Clinical
Haematology, Cytopathology, Histopathology, Medical
_____________________ Microbiology, Pathology.
5 Public Health and	 Child Health, Cytology, Epidemiology, General
Community Specialists 	 Management, Public Health Medicine.
6 Psychiatrists
	
	
Child Psychiatry, Forensic Psychiatry, Mental Handicap,
Psychiatry, Psychiatry and Public Health,
____________________ Psychogeriatrics, Psychotherapy.
7 Radiologists	 Neuroradiology, Radiology.
8 Obstetrics /Gynaecology Clinical Genetics, Family Plsinning, Obstetrics/
Gynaecology.
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To investigate differences in aspects of occupational stress and job satisfaction, speciality
groups were compared in terms of occupational stress and job satisfaction subscale
scores, using one-way ANOVA, with post hoc Scheffe tests. Subscale scores for each
speciality were subsequently compared with Combined Sample Norms using t-tests.
Since large sample sizes increase the chance of faiding statistically significant differences,
a conservative significance level of p<O.Ol was adopted for t-tests throughout. The
relationship between job satisfaction and occupational stress subscales was investigated
using Pearson correlations.
On the basis of the number of males in each speciality group expressed as a percentage
of the total number of males and females in the speciality group for Scotland as a whole,
(see Table 8.2 below) the speciality groups were also sub-divided and classified as either
'male-dominated' (including the four speciality groups with the largest percentage of
ma1es or 'less male-dominated' (including the four speciality groups with the smallest
percentage of males. The 'male-dominated' grouping therefore included surgeons (98%
male), obstetricians/gynaecologists (89% male), physicians (87% male), and
anaesthetists (80% male). The 'less male-dominated' grouping included laboratory
specialists (76% male), radiologists (74% male), public healthlcommunity specialists
(68% male), and psychiatrists (68% male). Differences between 'male-dominated' and
'less male-dominated' groups in terms of demographic and other variables were
investigated using chi square analysis or t-tests where appropriate.
Scores on occupational stress and job satisfaction subscales were also compared for
males and females in 'male-dominated' and 'less male-dominated' specialities using
t-tests. Due to a small amount of missing data, degrees of freedom vary slightly between
subscales. Finally, separate hierarchical regression analyses were carried out to
determine the relative utility of occupational stress subscales, demographic and workload
variables in predicting job satisfaction for males and females in 'male-dominated' and
'less male-dominated' specialities.
Chapter 8
	 189
8.6	 Results
Details of the Sample
A total of 224 female consultants and 215 male consultants returned questionnaires,
giving an overall response rate of 61%. There was a slightly higher response rate from
females (63%) than from males (58%). Respondents came from fifty separate medical
specialities. Allocation to speciality groups is described in Table 8.1 above.
Table 8.2 describes the numbers of females, males, and totals in each speciality group.
To determine the representativeness of the sample, these figures were compared with
figures for Scotland as a whole (ISD, 1992b). Comparison between the female groups
shows that although there is some variation, percentages in the study groups are roughly
equivalent to those for Scotland, varying by a maximum of 2.3%. The male groups were
less representative with physicians being over-represented in the study by 11.3% and
surgeons and anaesthetists being under-represented by 5.3% and 6.2% respectively.
Table 8.2 Number (%) of Consultants in each Speciality Group for Current Study in
Comparison with Scottish Statistics ([SD 1992b)
Category of	 Study	 Study	 Tii	 Scotland	 Scotland	 TQti
Speciality	 Females	 Males	 Study	 Females	 Males	 Scotland
n)	 n (%)
1 Physicians	 40 (17.9)	 81(37.9) 121 (27.7)
	 77 (19.3)	 522 (26.6)	 599 (25.3)
2 Surgeons	 8 (3.6)	 42 (19.6)	 50 (11.4)	 12 (3.0)	 489 (24.9)	 501 (21.2)
3 Anaesthetists	 33 (14.8)	 14 (6.5)	 47 (10.8)	 61(15.3)	 249 (12.7) 310 (13.1)
4 Laboratory	 30(13.5)	 13 (6.1)	 43 (9.8)	 63 (15.8)	 202 (10.3)	 265 (11.2)
SPublicHealtW	 17 (7.6)	 16 (7.5)	 33 (7.6)	 38(9.5)	 80(4.1)	 118 (5.0)
Community
6 Psychiatrists	 56(25.1)	 17(7.9)	 73 (16.7)	 93 (23.4)	 195 (9.9)	 288 (12.2)
lRadiologists	 26(11.7)	 14 (6.5)	 40 (9.2)	 40(10.0)	 114(5.8)	 154 (6.5)
8 Obstetrica/	 13 (5.8)	 17 (7.9)	 30 (6.9)	 14(3.5)	 114 (5.8)	 128 (5.4)
Gynaecologists
TOTAL	 223	 214	 437	 398	 1965	 2363
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However, Table 8.2 also shows significant differences in the proportion of males and
females in the different specialities both for the study sample (x2 = 76.3, df = 7,
p<O.0001) and for figures for Scotland as a whole (x2 = 173.64 df= 7, p<O.0001). In
both of these groups the most marked difference between the sexes lies in the relative
preponderance of male physicians and surgeons, and female psychiatrists.
Characteristics of the Sample
Female consultants overall were significantly more likely to be single, (including
separated, widowed, divorced) (n=74, 33%) than were male consultants (n=13, 6.0%)
(x2 = 50.3, df= 1, p<O.000l). Female consultants were also significantly more likely to
be childless (n=134, 59.8%) than were male consultants (n=191, 89.3%) (x 2 = 503 df=
1, p<O.000l). When 'male-dominated' and 'less male-dominated' speciality types were
considered, a greater proportion of female consultants in 'male-dominated' specialities
were single (n=40, 42.1%), than female consultants in specialities which were 'less male-
dominated' (n=34, 26.6%) (x2 = 5.9, df = 1, p<O.Ol). A greater proportion of female
consultants in 'male-dominated' specialities were also childless (n=45, 47.4%) than
female consultants in 'less male-dominated specialities' (n=45, 35.2%) although this
difference was not statistically significant. There was no significant difference between
the proportion of male consultants in 'male-dominated' and 'less-male dominated'
specialities who were either single or childless.
Workload
Workload was assessed by self-report of hours actually worked per week in total, i.e. in
consultant post, together with any other posts held (e.g. teaching, industry) and other
outside commitments. Hours on call were recorded separately. Two-way analysis of
vaiiance shows that hours worked varied significantly by speciality, (F (7,404) = 7.92,
p<0.000l), and by sex (F (1,404) = 22.92, p<O.0001). Exnmination of group means
showed that physicians (mean 53.0 hours) and laboratory specialists (mean 51.7 hours)
worked the longest hours, and anaesthetists worked the least hours overall (mean 40.4
hours). Males overall worked longer hours (mean 52.0 hours) than females (mean 46.0
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hours). When each speciality group was considered separately, males worked
significantly longer hours than females in only two specialities, namely physicians (t =
3.62, df 109, p<O.00l) and radiologists (t = 2.44, df = 35, p<O.05). There was no
significant interaction effect of sex and consultant speciality in terms of hours worked.
Female consultants in 'male-dominated' specialities worked significantly fewer hours per
week (mean 44.0, SD 9.3) than males in 'male-dominated' specialities (mean 52.5, SD
11.7) (t=5.81, df=234, p<O.00l). They also worked significantly fewer hours than
females in 'less male-dominated' specialities (mean 47.4, SD1O.8 ; t=2.42, df=212,
p<O.Ol). There was no significant difference in hours worked when male doctors in
'male-dominated' and 'less male-dominated' specialities were compared, or when female
and male doctors in 'less male-dominated' specialities were compared.
Categoiy of time on call also differed significantly by speciality (x2	 152.5, df=2l,
p<ZO.0001), with physicians and surgeons spending significantly more time on call than
laboratory specialists or public health specialists. Males overall spent significantly more
time on call than females (x2 = 18.4, df=3, p<0.001). Female consultants in 'male-
dominated' specialities spent significantly less time on call than male consultants in these
specialities (mean 7.5, SD3.0 vs. mean 8.9, SD2.0; t= 4.09, df=240, p<O.001). There
was no significant difference between time spent on call for females in 'male-dominated'
or 'less male-dominated specialities' or between females and males in 'less male-
dominated' specialities (mean 6.7, SD 3.3, vs. mean 6.6, SD 3.2; t=0.23 df=l83, n.s.).
Occupational Stress
In order to test the hypothesis that some types of speciality may be more stressful or
satisfying than others, the eight consultant speciality groups were compared firstly in
terms of Occupational stress subscales and subscale total score, as shown in Table 8.3.
One way ANOVAs comparing specialities for males and females combined, revealed
significant differences on two subscales; the 'managerial role' subscale, where
psychiatrists recorded significantly more stress than surgeons (Scheffe p<O.05), and on
the 'career and achievement' subscale, where public health specialists also recorded
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significantly more stress than surgeons (Scheffe p<O . O5). Although there was a
significant speciality effect on the 'organisational structure and climate' subscale, post-
hoc Scheffe tests revealed no significant differences between groups. When the subscale
scores were summed, public healthlcommunity specialists recorded the highest stress
scores, and anaesthetists the lowest, although differences between the speciality groups
were not statistically significant using a post-hoc Scheffe test.
Comparison with Combined Sample Norms for Occupational Stress Subscales
Table 8.3 also offers comparisons of study means with the combined sample norms. For
the overwhelming majority of comparisons, consultants' scores were significantly lower
than the combined sample norms, suggesting they reported less occupational stress
overall. On the 'career and achievement' subscale in particular, scores were very much
lower for all categories of consultants than for the normative comparison group.
Job Satisfaction
Similar analyses were carried out for the Job Satisfaction subscales, and the total score.
A significant main effect of speciality emerged on only one sub scale, 'Organisational
design and structure' as shown in Table 8.4, with physicians recording significantly
greater job satisfaction than public health specialists (Scheffe p<O.O5). Laboratory
specialists recorded the highest, and public healthlcommunity specialists the lowest job
satisfaction total scores, although there were no statistically significant differences in job
satisfaction totals between speciality types.
Comparison with Combined Sample Norms for Job Satisfaction Subscales
Comparison with combined sample norms for the Job Satisfaction subscales as shown in
Table 8.4, shows that in terms of 'achievement, value growth' and 'the job itself
consultants recorded job satisfaction scores significantly higher than norms, For other
subscales the pattern was less consistent. Only public health/community consultants
recorded a total job satisfaction score significantly lower than the norm, with physicians,
laboratory specialists and obstetricians recording scores significantly above the norm.
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Relationship between Occupational Stress and Job Satisfaction
Analysis using Pearson correlations revealed a consistent negative relationship between
occupational stress subscales and the job satisfaction total score, as shown in Table 8.5.
Correlations between occupational stress scales and job satisfaction were weaker for
anaesthetists, radiologists and obstetricianlgynaecologists than for other speciality types.
The 'organisational structure and climate' subscale showed the strongest pattern of
association with job satisfaction, whereas the 'home-work interface' subscale was
weakly correlated with job satisfaction in all specialities except psychiatrists.
Impact of NHS Change
A slightly higher percentage of male (n173, 87%) than female consultants (n=163,
78%) (x2 = 4.15, df=1, p<O.O5) reported that recent changes in the NHS had affected
their day to day job. When asked to describe in what way their job had been affected,
85% (n=286) gave responses which were rated by the author as mainly negative, 2.7%
(n=9) gave responses rated as mainly positive, and the remaining 11.3% (n=41) gave
responses which were unable to be categorised as positive or negative. A breakdown of
the responses given, by speciality group, is given in Table 8.6. It should be noted that
some items can be viewed in either a positive or negative light, for example, 'more audit,
financial accountability' could be seen as a positive or negative example of NETS change.
Approximately half of the respondents in each speciality (apart from public health
specialists), said their job currently involved more paperwork, administration, and
'bureaucracy' than before. Proportionately more public health specialists and radiologists
than consultants in other specialities recorded having a new managerial role as a result of
NTIS change. Approximately a quarter of consultants in all specialities apart from
obstetricians also said their overall workload (including work hours), had increased.
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Comparison of 'Male-Dominated' and 'Less Male-Dominated' Specialities
To expmine the second hypothesis, male and female consultants in 'male-dominated'
specialities were compared with those in 'less male-dominated' specialities in terms of
occupational stress and job satisfaction subscales and totals as shown in Table 8.7.
Surprisingly, female doctors in 'male-dominated' specialities recorded consistently lower
occupational stress subscale scores than females in 'less male-dominated' specialities,
and these differences were statistically significant on two sub scales, 'managerial role'
(p<O.Ol) and 'organisational structure and climate' (p<0.00l), and the summed subscale
score (j:r(0.01). Females in 'male-dominated' specialities also recorded consistently
higher job satisfaction scores than females in 'less male-dominated' specialities, with the
differences being statistically significant in three subscales 'the job itself(p<0.01),
'organisational design and structure' (p<0.0l) and 'personal relationsbips'(p<O.Ol).
Again these differences were contrary to expectations. There were no significant
differences between male consultants' occupational stress or job satisfaction subscale
scores or total in 'male-dominated' or 'less male-dominated' specialities.
Hierarchical regression analyses, shown in Table 8.8, revealed that marital status and
parental status predicted approximately 10% more variance injob satisfaction for female
consultants in 'male-dominated' specialities than for females in 'less male-dominated'
specialities or for male consultants, with marriage and parenthood being generally
positively related to job satisfaction. Hours worked and time on call together only
contributed a small amount of variance in job satisfaction for each group, but
interestingly, hours worked was positively associated with job satisfaction for males in
'male-dominated' and 'less male-dominated' specialities, and for females in 'male
dominated specialities'. Hours worked and time on call were negatively predictive of job
satisfaction for females in 'less male-dominated' specialities.
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Table 8.7: Comparison of Male-dominated' and Less Male-dominated' Speciality
Groups' Occupational Stress and Job Satisfaction Subscale Scores for Male and
Female Consultants
Females	 Males
Male-	 Less Male t
	
Male-	 Less Male	 t
Dominated Dominated
	
Dominated Dominated
n=95	 n=128	 n=154	 n=60
Mean (SD) Mean (SD)
	
Mean (SD) Mean (SD)
Occupational Stress
Factors intrinsic to the job 	 28.2(5.1)	 29.4(5.4)	 1.62	 29.0(7.2)	 28.5(6.6)	 0.50
Managerial Role	 32.6(6.7)	 35.3(7.8)	 2.72**	 32.9(8.7)	 34.4(9.1)	 1.07
Relationships with other
	
30.4(6.6)	 3 1.1(6.9)	 0.99	 30.0(7.7)	 29.9(8.6)	 0.02
people
Career and achievement	 18.0(6.6)	 19.6(6. 8)	 1.64	 16.9(7. 1)	 19.7(8.0)	 2.24
Organisational structure and 33.0(8. 1)	 37.3(9.0)	 3.65***	 32.5(8.5)	 34.7(9.0)	 1.54
climate
Home/Work Interface	 26.2(8.6)	 27.9(8.2)	 1.51	 27.6(9.6)	 27.6(9.4)	 0.02
Job Stress Suinnied Score
	
163.5 (32.2) 176.2 (34.6) 2. 80**	 161.5 (42.7)	 170.4 (42.2)	 1.36
Job Satisfaction
Achievement, Value, Growth 24.8(5.6) 	 24.4(5.0)	 0.53	 23.7(5.3)	 23.6(6.0)	 0.08
The Job Itself	 17.8(2.5)	 16.6(3.5)	 2.98**	 16.6(3.6)	 16.4(3.7)	 0.43
Organisational Design	 17.0(3.9)	 15.2(4.2)	 3.11**	 16.9(4.3)	 16.2(4.3)	 0.98
and Structure
Organisational Processes
	
14.7(3.3)	 14.6(3.7)	 0.11	 15.1(3.5)	 15.4(3.6)	 0.69
Personal Relationships	 12.1(2.8)	 10.9(2.7)	 3.08**	 11.6(2.8)	 11.2(2.7)	 0.92
JobSatisfactionTotal	 85.1(16.7)	 81.8(16.2)	 1.49	 83.3(17.4)	 82.9(16.4)	 0.16
Key: ** p<0.01, *** p<O.001
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Table 8.8 Hierarchical Regression Analysis of Job Satisfaction for Female and Male
Consultants in Male-Dominated and Less Male-Dominated Specialities
Females	 Males
Regression Male	 Less male-	 Male Dominated Less male-
Variables:	 Dominated	 Dominated	 Specialities	 Dominated
Specialities	 Specialities	 Specialities
___________ (n=95)	 (n=128)	 (n=154)	 (n=60)
__________	 R2	 R2	 R2	 R2
MaritaiStatus	
.16	 .15	 .03	 .11
Parental status	
.20	 -.05	 .13	 .01
___________	 .11	 .01	 .02	 .01
Hoursworked	
.08	 -.06	 .17*	 .11
On Call	
.04	 _.17*	 .04	 -.01
___________	 .13	 .04	 .05	 .02
Subscales
Factors intrinsic _•34* 	 .25*	
-.03	 -.14
to the job
Managerial Role 	
.18	 •34**	 .08	 -.24
Relationships	
.10	 _.30**	 .13	 .05
with other people
Career and
	
-.24	 .04	 -.18	 -.31
achievement
Organisational	
-.17	 ...59***	 _.26*	
-.15
structure and
climate
Home/Work	
-.02	 _.28**	 -.17	 .39
Interface
FinalR2	.30	 .45	 .26	 .26
FinaiF	 37***	 97***	 35***	 1.8
Key: p<O.05,	 p<O.O1,	 p<O.001
Stress from the 'home-work interface' was a significant negative predictor of job
satisfaction for female consultants in the 'less male-dominated' group, but not for any
other group. The individual occupational stress subscales also contributed significantly to
the regression equation for female consultants in 'less male-dominated' specialities,
expinining 41% of variance in job satisfaction for this group, but only 17%, 21% and
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24% of variance for females in 'less male-dominated' specialities, and males in 'male-
dominated' and 'less male-dominated' specialities respectively.
8.7	 Discussion
The role of medical consultant embodies many different demands, encompassing many
sources of occupational stress and job satisfaction, as revealed in this a large scale study
of consultant physicians across a wide range of specialities. The study was unusual in
having a sample of approximately equal numbers of males and females. Since females are
numerically underrepresented in almost all medical specialities, most previous studies
have included only small numbers of females as part of a larger, male focused sample, or
have focused on one particular speciality.
The results revealed differences in sources and levels of occupational stress and job
satisfaction between consultant speciality types. Doctors working in the fields of public
health and community medicine, for example, recorded the highest stress scores and the
lowest job satisfaction scores. One explanation for this may be the somewhat different
role and lower status of doctors in this speciality compared with others, being more
managerial in function, isolated from colleagues, and more distanced from the 'sharp
edge' of medicine (BMA 1992; Elston 1993). The increased managerial demands placed
on this role as a result of NHS change may also be more stressful for those doctors who
lack specific training or experience in management skills.
Other studies have identified certain medical specialities as being particularly stressful
because of their inherent characteristics. For example the managerial complexities of the
psychiatric profession have been linked with high levels of physician impairment
(Swearingen 1990; Yager and (3reenblatt 1994). Psychiatrists' summed stress scores
were the second highest overall in the present study, and they had the highest scores on
the 'managerial role' subscale, confirming findings of other studies.
The role of surgeons has been described as having a profile of high demand and high
discretion, using Karasek's concept of job decision latitude (Payne 1987; Raniirez et aL
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1996). In a study by Linn and Zeppa (1984) a particular personality profile was ascribed
to surgeons characterised as authoritarian, status seeking, and 'resistant' to stress.
Although described by medical students in Linn and Zeppa's study as the most stressful
speciality, the majority still described surgery as being their first choice of speciality.
Conversely, a recent study reported surgeons to have the lowest morale among hospital
consultants (BMA 1991). The present study failed to identify surgery as the 'most
stressed, most satisfying' speciality, although this may be a reflection of the inclusion of
a broader range of specialities under the heading of surgery than is normally applied.
Anaesthetists have been shown in previous studies to be particularly vulnerable to
impairment in terms of substance abuse and mental illness, (Lewy 1986; Talbott et al.
1987), although most studies have been carried out in largely male samples. The present
study did not investigate behavioural or psychological outcomes of occupational stress,
although anaesthetists reported the lowest total perceived occupational stress scores.
Obstetricians and gynaecologists have been thought to be particularly vulnerable to
stress due to the increased possibilities for litigation, leading to defensive practising in
their speciality (BMA 1992). This speciality group was not found to have significantly
higher occupational stress scores than others in the present study, although the measures
used in this study did not specifically address the possibility of litigation as a source of
stress.
Radiology, characterised as a speciality having less control over work patterns, and less
patient contact, was also found by Ramirez et al. (1996) to have a profile of low stress
and low satisfaction. The present study found radiologists to have low job satisfaction
and the third highest stress scores in comparison with other specialities. Laboratory
doctors have similar speciality characteristics to radiologists, however, although
laboratory doctors and radiologists had a similar profile of stressors, laboratory doctors
reported the highest job satisfaction scores in the study.
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Differences between findings of previous research and the present study may be
accounted for by several factors. Firstly, the sample in the present study was deliberately
constructed to include balanced numbers of female and male doctors. In some
specialities where males normally predominate to a greater extent this may have led to a
sample in the present study with rather untypical characteristics, if we accept that there
are gender differences in the experience of stress and job satisfaction. Previous studies
in general practitioners have suggested that females generally report greater job
satisfaction than males (Cooper et at 1989; Sutherland and Cooper 1992), although this
may not be the case for female consultants (Swanson et at 1996a). The fact that fewer
differences have been found in levels of occupational stress for male and female doctors,
may reflect a failure to consider sources of stress particularly applicable to females, such
as sex discrimination in the workplace, or availability of adequate chlldcare facilities.
Secondly, the present study chose to measure perceived sources and levels of
occupational stressors, and their relationship with job satisfaction as an outcome
variable, rather than investigating mental health outcomes such as psychiatric morbidity,
or 'burnout'. Identification of personality variables which may influence appraisal of
stressors and resultant experience of strains was not an aim of the present study. This is
not to deny the importance of aspects of personality, psychosocial characteristics,
attitudes and behaviour in determining the experience of strains (physical or
psychological morbidity) as a consequence of occupational stress. The results of the
present study suggest that overall occupational stress levels are lower and job
satisfaction is higher in medical consultants than for many other types of occupation, yet
most studies of the outcomes of such stressors suggest that doctors experience high
levels of work-related strains. Further research into psychological characteristics of
those individuals more resistant to stress in the medical professions, relative to the
partiôular characteristics of their speciality, may assist in illuminating reasons for failure
to cope with stressors in other individuals.
The predictive ability of self-rated items such as occupational stress and job satisfaction
can be called into question, since it is argued that dispositional characteristics such as
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negative affectivity or neuroticism are the main determinants of rating of attitudinal
items, and affective outcomes such as anxiety, or well-being (Watson and Clarke 1984;
Ormel and Woolñirth 1991; Burke et al. 1993). It is argued that a common dispositional
perspective may lead to a large overlap in the concepts of occupational stress and job
satisfaction, making the use of separate measures rather redundant. However, the
relationship between occupational stress and job satisfaction may be seen to be more
complex and dynamic than static, and responsive to changes in situational,
organisational, and temporal factors in addition to being affected by dispositional sets
(Burke 1976; Newton and Keenan 1991). Other researchers have reported that negative
affectivity fails to account for much of the variance in the relationship between stressors
and strains (Chen and Spector 1991; Decker and Borgen 1993). It is also suggested that
personality traits may alter in response to organisational situations (Davis-Blake and
Pfeffer 1989). Although the contribution of underlying negative affectivity or
neuroticism are often discussed in the study of occupational stress, the iiifluence of
positive dispositional factors such as positive affectivity, or self-esteem have been
considered less frequently but have also been shown to be important (Deary et al. 1996).
Although dispositional characteristics were not addressed within the present study, a
consistent negative relationship between different aspects of occupational stress and job
satisfaction was found for each speciality grouping, with the degree of correlation
varying between speciality groups, and by type of stressor. This was a similar linding to
the study by Richardsen and Burke (1991), which found that males and females who
reported greater occupational stress reported higher levels of job dissatisfaction.
Richardsen and Burke (1991) also noted that shorter working hours were associated
with greater job satisfaction for females, but not for male consultants. The present study
found that longer working hours were a positive predictor of job satisfaction for both
male and female consultants in 'male-dominated specialities' but for male consultants
only in 'less male-dominated' speciality types.
The division into broad speciality groups may be criticised for being over-general, failing
to take account of wide variations within groups. Inevitably some specialities, for
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example, accident and emergency, did not fit neatly into categories, but were too
numerically small to comprise a single group for comparison, so were included in the
'surgeons' group, but could equally have been grouped with 'physicians'. The
'physicians' group was the largest, containing diverse specialities, whereas others such
as 'obstetrics/gynaecology', and 'radiology' were retained as separate categories for this
analysis. It may be that the findings of this study, whereby some speciality groups have
been shown to have greater stress or job satisfaction than others, are a reflection of the
homogeneity of roles or uIinctions of specialities within the group in question, and the
heterogeneity of specialities included in others.
As with other studies (Smith et al. 1985, Myerson 1993) a higher response rate for
females than males was observed in the present study. Unfortunately, since
questionnaire responses in the present study were anonymous, it was not possible to
determine other characteristics of non-responders.
The response of consultants in the study to changes in the structure of the NHS at the
time this study was carried out, were overwhelmingly negative. The impact of change
was experienced by all speciality groups and they were noticeably critical of new
management structures, additional administrative workload, and poor resources in some
areas of health care. Although not all change was seen as negative, a high proportion of
the changes mentioned were linked with lowered morale, a sense of loss of autonomy for
doctors, and lowered job satisfaction. This study was carried out in the early period of
change in the NHS, and some of the organisational stressors noted by participants in the
study may have been resolved as individuals became accustomed to new ways of
working. Although there was a small time difference of six months between sending out
questionnaires to female and male consultants, this gap was not of sufficient length to
suggest any differences in response due to the pace of introduction of service changes.
This study found interesting differences in occupational stress and job satisfaction
between female consultants in 'male-dominated' and 'less male-dominated' specialities.
Whereas specialities such as psychiatry, and anaesthetics are seen as facilitating the
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combination of marriage and family life with careers, surgical specialities in particular
have been described as 'unsuitable' careers for women (Ducker 1980; Dillner 1991).
Dillner (1991, p.'734) notes that "success for women in surgery is linked to marrying
late, if at all, and childlessness ' and this profile is echoed by the females in 'male-
dominated' specialities in the present study. The present study found females in 'male-
dominated' specialities to be more likely to be single and childless than those in other
specialities, confirming findings of previous research (Ducker 1980; Allen 1988). Those
in 'male-dominated' specialities were also characterised as working fewer hours,
reporting significantly less stress from their managerial role and the structure of the
organisation, and significantly more job satisfaction from the design and structure of
their work role, and from personal relationships, than females in 'less male-dominated'
specialities. Occupational stressors, and time on call were significant predictors of job
satisfaction for females in 'less male-dominated' specialities, but not for females in
'male-dominated' specialities. The interface between home and work was also a
significant predictor of job dissatisfaction for females only in 'less male-dominated'
specialities. These findings were contrary to expectations, If the 'minority status'
hypotheses were correct, females in 'male-dominated' specialities might have been
expected to report greater stress due to their managerial role and relationships at work,
than those in other specialities, which was not the case.
There are several possible explanations for these findings. Firstly, it may be that in order
to achieve consultant status in 'male-dominated' specialities, female doctors need to
possess 'stress-resilient' personality characteristics, or develop relevant coping strategies
or behaviours during training, suggesting individuals may 'self-select' into types of
speciality. Investing time in career at the expense of personal relationships or family life
may also be a characteristic of females who achieve consultant status in these
specialities. Secondly, it may be that the character of work in 'male-dominated'
specialities is more demanding, but intrinsically more rewarding, and higher status than
in other types of speciality. However, if this were the case, one would have expected
differences in levels of stress and job satisfaction for males in 'male-dominated' in
comparison with males in 'less male-dominated' specialities, and such differences were
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not found in this study. A third explanation may lie in a greater degree of role conflict
for female doctors in 'less-male dominated' specialities. In this study, female doctors in
'less male-dominated specialities' were more likely to be married, to be parents, and to
work longer hours, than other female consultants. Stress between work and home, and
time spent on call were also significant predictors of job dissatisfaction in 'less male-
dominated' specialities. It may be that greater domestic role demands contribute
towards higher levels of occupational stress for this group. Finally, the questionnaires
used in this study may not have adequately tapped the specific occupational structures or
characteristics in medical careers which specifically contribute towards females'
experience of minority or 'outsider' status, or sex discriminatoiy practices in the
workplace. In a study of sexual harassment in organisations, Fitzgerald et al. (1994) note
the importance of developing theoretically based models with specific measures
applicable in organisational settings, and the paucity of theoretically sound measures in
this subject area. Future research might usefully address these issues in greater depth in
female medical professionals.
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CHAPTER 9:
Comparison of Gender Stereotypes
and Social Role Stereotypes
in Male and Female
General Practitioners and Consultants
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9.1 Summaiy
This study aimed to examine doctors' perceptions of how males and females differ
in their medical roles. Male and female role stereotypes have been shown to
comprise components based on gender stereotypes of the social categories of
'male' and 'female', and gender based stereotypes of the social roles they inhabit.
Gender stereotypes may comprise judgements regarding both physical appearance
or attributes (e.g. males perceived as larger, stronger and fitter than females) and
personality trait attributes of males and females (e.g. males perceived as more
authoritarian than females, females as more emotionally sensitive than males).
Social role stereotypes comprise judgements including those regarding the
individual's occupational or domestic role. This study aimed to investigate the
relationship between components of role stereotypes, considering aspects which
were perceived as positive (advantageous) or negative (disadvantageous). The
impact of demographic differences, i.e. age, marital status and parental status, and
different types of medical speciality on stereotypes and the relationship of
stereotypes to occupational stress, job satisfaction, and domestic stress were
investigated. Subjects comprised all female GPs and consultants and all male GPs
and consultants (N=986) in the present study.
Results indicated that males were more likely to report male stereotypical physical
characteristics, and male occupational and domestic stereotypes as advantageous
in medicine, and male personality traits as disadvantageous, whereas females were
more likely to report female personality traits as advantageous and female
occupational and domestic stereotypes as disadvantageous.
Younger female doctors were less likely than females in older age groups to report
female personality traits as advantageous and younger male doctors were more
likely than males in older age groups to report male personality traits as being
disadvantageous. Females in the younger age group were also significantly more
likely to report female domestic role stereotypes as advantageous than females in
older age groups, whereas males in the younger age group were more likely to
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report male domestic role stereotypes as disadvantageous than males in older age
groups.
Comparisons between females and males in different consultant specialities
revealed that females were significantly more likely than males to report their own
gender personality traits as advantageous in medicine in five out of eight speciality
groups. For male doctors, reporting of male occupational and domestic
stereotypes as disadvantageous was significantly correlated with bigher levels of
occupational stress and lower levels of satisfaction with job, career and pay. This
relationship was not significant for female doctors.
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9.2	 Introduction
Stereotype: "a person or thing that conforms to an unjustifiably fixed usually
standardised mental picture - such an impression or attitude ".
Concise Oxford Dictionary, 1990.
It is important to distinguish between gender stereotypes and gender-based social
role stereotypes. The former refer to sets of beliefs about the social categories of
'male' and 'female', and how men and women differ in terms of behaviours, traits,
and abilities, whereas the latter refer to sets of beliefa about how people think men
and women differ in their social roles (Ashinore and Del Boca 1979). The search
for sexual equality and the emergence of feminism have engendered a mass of
research over the past forty years or so with the intention of clarif'ing the relative
contributions of heredity, and physical and social environment to perceived
differences in behaviour, traits, attitudes and capabilities between males and
females. Earlier studies tended to emphasise similarities rather than differences
between the sexes as a justification for sexual equality. For example, Maccoby and
Jacklin 's (1974) review of findings of over 1400 published studies concluded that
very few socio-psychological sex differences were substantiated, finding significant
differences only in some areas of cognitive and intellectual skills, i.e. male
superiority in mathematical and spatial ability, and female superiority in verbal
abilities, and one area of social behaviour, with males being more likely to display
aggression. Although their study has subsequently been criticised (Block 1976),
for failing to consider other social or situational variables (e.g. performance in
group settings), more recent searches for differences due to gender alone as a
subject variable have similarly failed to account for large proportion of variance,
suggesting that the role of gender per se as a differentiating variable may be less
important for stereotype formation than other information about individuals, such
as their involvement in social roles, particularly with reference to differences in
males' and females' occupational and domestic roles (Locksley et a]. 1980; Tick
and Mitz 1985; Baruch et al. 1987; Martocchio and O'Leary 1989). This apparent
failure to identif' differences in gender-based characteristics and behaviours, is
however contrary to the reality of people's day to day experience, whereby gender
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role stereotypes play an important part in perceptions, attitudes and behaviours
towards males and females both individually and within social groupings. Lippman
(1922) described stereotyping as a way of simplifying, managing or understanding
generalisations about categories of people, but argued that such simplifications
must necessarily be unjust. Racial stereotyping for example, is seen as an excuse
for prejudice or social injustice. As defined above, the term 'stereotype' is
generally used to suggest a negative image or attitude, based on socially acquired
and culturally specific values. However, more recent research has tended to move
away from the concept of stereotypes as negative judgements that deviate from
some true state and to move toward a more neutral view that emphasises the value
of stereotypes in prediction of group membership (McCauley et a]. 1980),
concentrating on processes in stereotype formation and content of stereotypical
views, rather than their 'rightness' or 'wrongness'.
Gender Stereotypes
Particularly since the upsurge in feminist writing in the early 1970s' gender
stereotyping has been the subject of much analysis. In particular, clusters of
personality traits and behaviours have been used to define gender stereotypes. For
example, Broverman et a]. (1972) identified traits associated with males as being
characterised by competence and rationality, whereas females were associated with
warmth and expressiveness. Bern (1974) also developed a checklist of 'masculine'
items including 'aggressive', 'assertive', 'ambitious' and
'feminine' items, including 'tender', 'understanding' and 'sensitive' in order to
differentiate between masculine, feminine and androgynous sex-roles. A study by
Spence et a]. (1975) characterised male roles as 'instrumental' (ambitious,
original, competitive, self .confldent) and female roles as 'expressive' (kind).
In a series of studies of (approximately 180) students, Deaux and Lewis (1984)
developed a categorisation of gender stereotype components and investigated their
degree of influence on stereotyping and their interrelationship. Physical
descriptors used in their studies were "tall, strong, study and broad shouldered" for
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males and "soft voice, dainty, graceful and soft" for females. Masculine traits
were "independent, active, competitive, can make decisions easily, never gives up
easily, stands up well under pressure, and feels superior". Feminine traits were
"emotional, able to devote self completely to others, gentle, kind, aware of the
feelings of others understanding to others, warm in relations with others, and
helpful to others". Occupational categories used were "telephone installer, police
officer, automobile mechanic, construction worker, hairdresser, secretary,
telephone operator and registered nurse". Role stereotypes were ".flnancial
provider, head of household, takes initiative with opposite sex, assumes financial
obligations" for males, and "takes care of children, tends the house, does the
laundiy, and cooks the meals" for females. Suinmarising these studies, Deaux and
Lewis (1984) suggested that gender stereotypes consist not only of aspects of
physical appearance and personality trait characteristics of males and females, but
have multiple components, including social role behaviours and occupational
characteristics as separate but interrelated components. Gender stereotype
components, particularly those based on stable physical appearances of males and
females were also seen as more durable, or of greater weight than those based on
social -roles which may appear less fixed over time. Although this classification is
intuitively appealing, it is noted that there is a problem of overlap between
categories, for example, some physical characteristics such as 'broad shouldered'
and 'soft' also carry trait implications. However, of further interest in Deaux and
Lewis's work is the emphasis on relative rather than absolute categories of
stereotyping, suggesting that qualities such as competitiveness or emotionality are
perceived as being attributable to both males and females, but to differing degrees.
Social Roles - Occupational and Domestic Stereotypes
it is suggested that the clarity of gender role stereotypes is at its strongest within
the interdependent social domains of work and the family (Deaux 1984), and the
relative distribution of males and females within the domestic and occupational
labour forces has been subject to considerable analysis. Occupations can be
viewed as being segregated externally, i.e. seen as preponderantly 'male' or
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'female' in character with the majority of role incumbents being male or female, or
internally whereby male and female roles are segregated within an occupation, with
males tending to occupy higher hierarchical levels overall. However, the gender
composition of many types of occupation is not fixed, but variable according to the
position of males and females in society at one point in time, as determined by
cultural, political, social and economic factors.
The medical profession has been seen in the past as stereotypically male,
characterised by autonomy, paternalistic attitudes, career protectionism and
prejudice against females, and some medical specialities are perceived as being
stereotyped as more 'male' or 'female'. This may depend partly on the
characteristics of the work tasks within the role and partly on traditional career
patterns, with some specialities being seen as 'suitable' for males or females
because of their traditional social roles (See Chapter 3, pages 68-70). Attribution
of role stereotypes might also be expected to vary by other characteristics, such as
the gender, age, background, marital and parental status of the subject (Quadagno
1976; Shapiro et al. 1983) although such factors have not been routinely
investigated.
Some researchers have suggested that there is increasing gender similarity in
values as to what constitutes an ideal balance between work and family roles
(Pleck 1985; Cohen 1987; Fiorentine 1988; Clavan and Robak 1978) although
these values may not be reflected in changes in behaviour. Although many studies
have investigated role conflict as a source of pressure between home and work for
female doctors (for example, Ducker 1980; Myers 1984; Allen 1988; Firth-Cozens
1990), reporting of desired changes in the balance between home and family life for
male doctors is a relatively recent phenomenon (Allen 1994; Winefield et al.
1994), but one which may have important implications for occupational stress and
job satisfaction.
An earlier study by Clavan and Robak (1978) comparing male and female medical
students' attitudes towards work and professional values, found few gender
Chapter 9	 215
differences, concluding that degree of work/family role conflict was similar for
both sexes, with males and females showing a similar desire for future participation
in family life. However this study was carried out in a population of students
before actual involvement in medical careers, so was based on preconceptions
rather than actual career experience. Whereas male physicians have been noted to
express a desire to spend more time with their families, in practice, few males
translate these attitudes into actual behaviour, with female physicians being far
more likely than males to adjust their working hours to accommodate family
demands (Marth et at 1988; Grant et at 1990; Uhlenberg and Cooney 1990). A
thither hypothesised source of difference between male and female doctors lies in
their attitudes to patient care, and in patients' attitudes to treatment by male and
female doctors. Although evidence is by no means conclusive, some authors have
suggested that female doctors cariy out more 'patient centred' consultations than
male doctors (Martin et at 1988; Bensing et at 1993; Delgado et aL 1993).
Patients have also been shown to rate female doctors as more empathetic, and
better communicators than male doctors (Hems et at 1979; Shapiro 1983; Wailer
1988; Meeuwesen et at 1991) although the majority of such studies have been
carried out in general practice rather than in hospital settings.
Aims
The present study aimed to consider differences between male and female general
practitioners and consultants in terms of perceived gender role stereotypes. Based
on the categorisation of gender stereotype components by Deaux and Lewis
(1984) described above, the relationship between positive and negative aspects of
gender stereotypes (physical appearance, personality traits) and social role
stereotypes (occupational and domestic roles), and their relationship with
occupational and domestic stress and job satisfaction were considered. The impact
of demographic differences, ie. age, marital status and parental status was also
investigated. It was also hypothesised that individuals in different types of medical
speciality may have varying perceptions of the value of 'female' or 'male'
personality traits in medicine.
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9.3 Method and Subjects
For this study, subjects comprised all female general practitioners and consultants
(n = 507) and all male general practitioners and consultants (n= 479) in the sample.
Selection of the study sample, and the data collection methodology have been
described previously (Chapter 5, page 110-113).
9.4 Measures
i.) Demographic variables: Speciality type (OP or consultant), and speciality
groups for consultants were recorded. Speciality groupings were : Physicians,
Surgeons, Anaesthetists, Laboratory Specialists, Public Health and Community
Specialists, Psychiatrists, Radiographers, and Obstetricians/Gynaecologists.
Allocation to speciality groupings has been described previously in Chapter 8
(page 186). Sex, marital status (single, separated, widowed, divorced (SWD) or
married /cohabiting) and parental status were recorded. Age was coded into 3 age
groups: a) 26 to 35; b) 36 - 50 ; c) 51 and over.
ii.) Gender-role and social role stereotypes : To investigate stereotypical
attitudes, all subjects were invited to list in open-ended questions, up to three
perceived advantages and up to three disadvantages of being male (for male GPs
and consultants) or being female (for female GPs and consultants) in medicine.
Responses were transcribed in full, and subsequently classified by the author into
four dichotomous (recorded/not recorded) gender role components, based on the
categorisation by Deaux and Lewis (1984) described above, and as recorded by
subjects as either positive (advantageous) or negative (disadvantageous). The
components were: a.)gender based physical appearance or attributional stereotypes
('physical stereotypes'), b.)gender personality or psychological trait stereotypes
('trait stereotypes'), c.)occupational social role ('occupational stereotypes') and
d.) domestic social role ('domestic stereotypes )1 The coding schema for
'As noted in Deaux and Lewis's (1984) study, there is potentially overlap between categories,
and when data is in an open-ended format, judgements have to be made regarding allocation of
statements to a particular category. Statements which were ambiguous were therefore only
classified where they could be clearly allocated to one category. For example, some subjects had
given the response "patients prefer female doctors", without stipulating the grounds for this
preference. Such responses were coded as 'missing data' and not included in this analysis.
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allocation of responses to these four categories, for males and females is presented
below in Table 9.1.
Table 9.1 . Coding ofAdvantages/Disadvantages of Being Male or Female
1. Males : Advantages
a Physical gender stereotypes
Physical superiotity, cope with violence, relationships with females at work, better health,
cope with stress better, no gynaecological, honnonal health problems.
b Trait gender stereotypes
More authority, dominance, respect from others, paternalistic, decisive, competitive,
hierarchical, leadership qualities, decision making, controlled aggression, energetic,
no mood changes, emotional stability, credibility, inspire confidence, assertive.
c Occupational gender-role stereotypes
Traditional role, good career prospects, peers mostly male, 'old boys network', easier
career progress, geographically mobile, male role models, job security, high status, good
pay, fewer 'problem' patients, high (full-time) commitment, no discrimination, patients
and staff prefer a male, hard working, control over policies, relate to (male) managers.
d Domestic gender-role stereotypes
Don't need breaks for childcare, no domestic duties, can have a wife, good home life
support, fewer domesticichildcare responsibilities, breadwinner, no family conflict,
less emotional involvement with home life, easier to have a family and full-time job,
can sqarate work and home, no shopping.
2. Males : Disadvantages
a Physical gender stereotypes
Difficulty being male in speciality dealing with females (obs/gyn, well woman), need
chaperone, impact on male health (alcohol abuse, heart disease), aggression from males,
subject to sexual harassment / complaints I litigation from female patients.
b) Trait gender stereotypes
Having to be 'strong', not sympathetic, empathetic, 'macho', expected to cope, not to be
stressed, feel isolated, don't relate well to 'female' problems, childcare issues etc.,
not 'good listener', not allowed feelings, no-one to turn to, lower emotional sensitivity,
avoid emotional issues, poorer relationships with staff and patients, stiff upper lip.
c) Occupational gender-role stereotypes
See 'worst' patients, drug addicts, aggressive, worst areas, heavy workload, more on call,
more expected of you, have to lead team, can't change career; don't see as many female
patients, have to take on organisational role, carry the can, have to cover for female
partners, work ethic expectation, too much pressure, high expectations.
d) Domestic gender-role stereotypes
Have to be breadwinner, no allowances for home life, no paternity leave, no time for home
life, can't opt out, less financial support from partner, less ability to do part-time work.
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3. Females : Advantages
a) Physical gender-role stereotypes
Being a female, manipulate males, sex appeal.
b) Trait gender-role stereotypes
Insight, caring, understanding, gentle, sympathic, can do several things at once, attention
to detail, relate to patients, staff, conscientious, skilful, good communicators, supportive,
good listeners, balanced view, intuitive, less conflict, practical, non-competitive, less
status-conscious, more holistic, less cut-throat, less aggressive.
c) Occupational gender-role stereotypes
Role in female medicine - family planning work etc., being a token female, high profile,
status, good pay, holidays, flexible career, intellectually fulfilling, patients prefer female
doctors, role model for other female doctors, some positive discrimination.
d) Domestic gender-role stereotypes
Part-time work available, can have career breaks, less financial (breadwinner) pressure,
can have multiple roles, good maternity benefits, less career pressure.
4. Females : Disadvanta!es
a) Physical gender-role stereotypes
Sexual behaviour /harassment from male patients, physically demanding work, vulnerable
to attack during out of hours calls, aggressive patients, pregnancy, pre-menstrual tension,
physically vulnerable, lack strength, chronic fatigue, less stamina, more stress-prone.
b) Trait gender-role stereotypes
Have to overrule motherly tendencies, care too much, emotionally vulnerable,
-	 taken advantage of, seen as a soft touch, too emotional, lack of
competitiveness/aggression, get emotionally drained, too involved,
anxious, lack authority, feel guilty saying no.
c) Occupational gender-role stereotypes
Male dominated career, have to work harder to compete, do better to be equal, caring
makes work harder, less respect from staff, patients, colleagues, have to compromise
choice of speciality, less private practice, given 'female' jobs to do, e.g. gynaecology,
psychological problems, training and career progress is difficult, isolation, no role models,
less status, made to feel second class, higher expectations from colleagues,
difficult to get GP partnership, passed over for promotion.
d) Domestic gender-role stereotypes
Family / career conflicts, second to partner's career, have to take career breaks, maternity
leave, juggling family life, no wife, few part-time posts, sacrifice career, difficult to work
long hours, go to evening meetings, long hours on call, antisocial hours, home
responsibilities, commitments, financial cost of clildcare,
have to do two jobs at once, guilt re family.
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iii.)	 Levels of stress and satisfaction: Occupational stress, domestic stress, job
satisfaction, satisfaction with pay, and satisfaction with overall career were
recorded using single-item, 5 point, likert-type measures, with responses graded
from 1 = not at all stressful to 5 = extremely stressful or from 1 = very dissatisfied
to 5 = extremely satisfied.
9.5	 Analysis
Analysis of the qualitatively derived data on gender stereotype components and
comparisons in terms of demographic characteristics (age, marital status, parental
status) were carried out separately for males and females using clii square analysis.
Subsidiary analysis was carried out comparing subjects' perception of the value of
female and male personality traits in medicine. Firstly, comparisons were made
between GPs and consultants as to the frequency of reporting of trait stereotypes.
Secondly, individual consultant specialities were compared regarding the extent to
which females perceived female traits as advantageous or disadvantageous, and the
extent to which males perceived male traits as advantageous or disadvantageous.
Likert type items assessing levels of stress and satisfaction were treated as interval
data for this analysis, and comparisons between groups were conducted using t-
tests. Non-parametric (Spearman's rho) correlation coefficients were used to
investigate the strength and direction of relationships between stereotype
components. Pearson correlations were used to investigate relationships between
levels of stress and satisfaction and stereotype components.
9.6	 Results
Demographic Data
The composition of the sample in terms of demographic characteristics is
illustrsted in Table 9.2. There was a significantly larger proportion of females than
males in the 26-35 age group, and a larger proportion of males in the 51 and over
age group than females (p<O.001). Males in the sample were significantly more
likely to be married/cohabiting than were females (p<O.00l), and were also
significantly more likely to be parents than were females (p<O.00l).
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Table 9.2 . Demographic Characteristics of Male and Female GPs and
Consultants in the Study.
Females	 Males
n(%)	 n(%)
Age 26 - 35	 145 (28.8) 72 (15.1)	 30.5	 2	 0.001
Age 36 - 50	 274 (54.4) 283 (59.3)
Age5landover	 85(16.9) 122(25.6)
507	 477
Married/Cohab	 379 (74.8) 346 (93.1) 60.7 	 1	 0.001
Single, SWD.	 128 (25.2)	 33 (6.9)
507	 479
Parent	 326 (64.3) 419 (87.8) 74.1 	 1	 0.001
Non-parent	 181 (35.7) 58 (12.2)
507	 477
Male and female doctors were also compared in terms of perceived levels of
occupational stress, domestic stress and satisfaction with their job, pay and overall
career as shown in Table 9.3. Females recorded significantly less occupational
stress than males (p<0.001), whereas males recorded significantly less domestic
stress (i<0.05), and significantly less satisfaction with their job (p<0.001), their
pay (i<0.001) and their overall career (p'(0.01) than females.
Table 9.3 Comparisons of Male and Female GPs and Consultants in terms of
Occupational and Domestic Stress. andAspects ofJob Satisfaction
	Females	 Males	 t	 u
mean (SD) mean (SD)
	
Occupational Stress 3.4 (0.8)	 3.6 (0.8)	 4.63	 966	 0.001
Domestic Stress
	
2.3 (0.8)	 2.2 (0.8)	 2.37	 972	 0.05
Job Satisfaction	 3.3 (1.0)	 3.1 (1.0)	 4.02	 979	 0.001
Pay Satisfaction	 3.3 (0.9)	 2.8 (0.9)	 7.95	 980	 0.001
Career Satisfaction 	 3.3 (0.9)	 3.1 (1.0)	 3.15	 975	 0.01
0enbge
FP
Fr
FO
FD
NP
Mr
ND
ND
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Gender Stereotypes and Social Role Stereotypes
Perceived advantages of being male (for male doctors) or female (for female
doctors) were categorised as : a) gender-based physical attribute/appearance
stereotypes, b) gender-based psychological or personality trait stereotypes, c)
occupational social role stereotypes and d) domestic social role stereotypes.
(Consequently referred to as 'physical 'trait 'occupational' 'domestic'
stereotypes respectively) and coded with reference to the coding schema reported
in Table 9.1. Some subjects recorded no advantages or disadvantages to being
male or female in medicine. A total of 123 (24.2%) female doctors recorded no
advantages to being female, and a total of 83 (17.3%) male doctors recorded no
advantages to being male in medicine. Conversely, 47 (9.2%) female doctors
recorded no disadvantages to being female and 187 (37.6%) male doctors
recorded no disadvantages to being male in medicine. These subjects were
excluded from further analysis.
Comparisons between males and females reporting gender-based and social role-
based stereotypes as advantageous or disadvantageous are represented graphically
in Figure 9.1 and reported in Table 9.4.
Figure 9.1: Total Physical. Trait. Occupational and Domestic Stereotypes for
Males and Females
Key:
FP Female Physical
FT Female Trait
FO Female Occupational
FD Female Domestic
MP Male Physical
MT Male Trait
MO Male Occupational
Ml) Male Domestic
lM.anbge
Chapter 9
	 222
Table 9.4 . Frequency of Recording of Stereotvpes for Males and Females
1.ADVANTAGES OF BEING MALE/FEMALE 	 _____________
Females	 Males	 u
___________________ n(%)	 n(%)	 ___________________
Physical
YES	 27 (5.8)	 65 (15.5)	 22.3	 1	 0.00 1
NO	 439 (94.2)	 355 (84.5)
Traits
YES	 228 (48.9)	 52 (12.4)	 136.5 1	 0.00 1
NO	 238 (51.9)	 368 (87.6)
Occupational
YES	 104 (22.3)	 198 (47.1)	 60.6	 1	 0.001
NO	 362 (77.7)	 222 (52.9)
Domestic
YES	 53 (11.4)	 139 (33.1)	 61.4	 1	 0.001
NO	 413 (88.6)	 281 (66.9)
2.DISADVANTAGES OF BEING MALE / FEMALE 	 _____________
Physical
YES	 44 (9.2)	 38 (9.2)	 0.01	 1	 n.s.
NO	 435 (90.8)	 373 (90.8)
Traits•
YES	 34 (7.1)	 78 (19.0)	 28.3	 1	 0.001
NO	 445 (92.9)	 333 (81.0)
Occupational
YES	 250 (52.2)	 92 (22.4)	 83.1	 1	 0.00 1
NO	 229 (47.8)	 319 (77.6)
Domestic
YES	 264(55.1)	 72(17.5)	 133.0 1	 0.001
NO	 215 (44.9)	 339 (82.5)
Domestic and occupational stereotypes were the most frequently recorded
stereotypes by female doctors, and occupational stereotypes were most frequently
recorded stereotype for male doctors. A significantly greater proportion of males
than females reported their own gender physical stereotypes (p<0.001),
occupational stereotypes (p<O.001) and domestic stereotypes (i<0.001) as being
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advantageous whereas a significantly greater proportion of females than males
reported their own gender traits as being advantageous (p<O.001).
There was no significant difference in the proportion of male and female doctors
who reported (male or female) physical stereotypes as disadvantageous in
medicine. However, a significantly greater proportion of male doctors reported
their own gender traits (p<O.001) as being disadvantageous, whereas a
significantly greater proportion of female doctors reported their own gender
occupational stereotypes (p<O.001) and domestic stereotypes (j)<O.001) as
disadvantageous in medicine.
Speciality Differences
In order to expmine the perceived gender stereotyping of different specialities,
reporting of gender based traits was compared for individuals in different speciality
groups. Comparing UPs and consultants, there was no statistically significant
difference in the proportion of female GPs or female consultants who reported
female personality traits to be advantageous or disadvantageous in medicine.
Similarly, there was no difference in the relative proportion of male GPs and male
consultants reporting male personality traits to be advantageous or
disadvantageous.
However, when comparisons were made between males and females within
consultant speciality groups, it was found that a significantly greater proportion of
female consultants in comparison with male consultants reported their own gender
traits to be advantageous in five out of eight specialities. These were (females vs.
males throughout) : Physicians, (n=18, 47.4% vs. n=12, 17.1%; x2 = 11.2, df=1,
p<O.001); Surgeons, (n=5, 62.5% vs. n=3, 7.7%; x2 = 14.1, df1, p<O.001);
Anaesthetists (n=13, 43.3% vs. n=1 (8.3%) x2 = 4.7, df=1, p<O.O5); Public
Health/Community physicians (n12, 80.0% vs. n=2 (14.3%; x 2 = 12.5, dfl,
p<O.001) and Obstetiicians/Gynaecologists (n =9, 69.2% vs. n=29, 13.2%; x2 =
9.1, df=1, p<O.Ol). There was no statistically significant difference in the
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proportion of male and female Laboratory Specialists, Psychiatrists, or
Radiologists reporting gender traits to be advantageous. There were no
statistically significant differences in the proportion of male and female consultants
in different speciality types rating gender-based personality traits as
disadvantageous. However, these results should perhaps be treated with caution
since some cell sizes are smaller than recommended for chi square analysis.
Relationship between Demographic Characteristics and Stereotypes
A further series of cM square analyses were carried out separately for male and
female doctors to determine the relationship between age, marital status and
parental status and male or female stereotypes.
For female doctors, those in the younger age group were significantly less likely
to perceive female traits as advantageous (n=49, 37.4%) than those in the 36-50
age group (n=135, 53.8%) or those in the 51 and over age group (n=42, 5 1.9%)
(x2 = 9.6, df=2, p<O.Ol). A significantly greater proportion of female doctors in
the 26-35 age group (n=23, 17.6%) reported domestic stereotypes as
advantageous in medicine than females in the 36-50 age group (n=24, 9.6%) or
females in the 51 and over age group (n=5, 6.2%). There were no other
statistically significant differences between females in these age groups in terms of
reporting of advantageous or disadvantageous stereotypes.
For male doctors, a greater proportion of those in the 26-35 age group reported
male traits as disadvantageous in medicine (n=18, 28.6%) than males in the 36-50
age group (n=50, 20.6%), or males in the 51 and over age group (n10, 9.6%) (x2
10.1, df=2, p<O.Ol). Similarly, a greater proportion of male doctors in the 26-3 5
age group reported male domestic stereotypes as disadvantageous in medicine
(n=18, 28.6%) than males in the 36-50 age group (n=49, 20.2%) or males in the
51 and over age group (n=5, 4.8%) (x2= 18.1, df2, p<O.00l).
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iarital Status
Overall numbers of female doctors who perceived female domestic stereotypes to
be an advantage in medicine were smalL However, those who were
married/cohabiting were significantly more likely than those who were single to
report female domestic stereotypes as advantageous in medicine (n= 47, 13.4% vs.
n=6, 5.2%) (x2 = 5.7, df=1, p<O.O5). A larger number of female doctors
perceived the female domestic role to be disadvantageous in medicine. Again,
those who were married/cohabiting were significantly more likely than those who
were single to report female domestic stereotypes as being disadvantageous in
medicine (n= 216, 60.0% vs. n=48, 40.3%) (x2 = 14.0, df=1, p<O.00l). Female
doctors who were single were also significantly more likely to report female
occupational stereotypes as disadvantageous than those who were married
/cohabiting (n=73, 6 1.3%, vs. n=177, 49.2%) (x2= 5.3, df=1, p<O.OS).
Only one statistically significant difference emerged between male doctors who
were married /cohabiting compared with those who were single in terms of
perceived advantages or disadvantages of being male in medicine. One single male
doctor (3.6%) reported the male occupational stereotype to be a disadvantage in
medicine in comparison with 91(23.8%) males who were married/cohabiting (2 =
6.1, df=1, p<0.OS).
Parental Status
As one might expect, parental status was significantly related to the reporting of
domestic stereotypes for both male and female doctors, but not to reporting of
other categories of stereotype. For females, those who had children were
significantly more likely to report domestic stereotypes as advantageous in
medicine (n=47, 15.6%) than those without children (n=6, 3.6%) (x2 15.2, dfl,
p<O.001). Similarly, females who had children were significantly more likely to
report domestic stereotypes as disadvantageous in medicine (n=187, 60.9%) than
those without children (n=77, 44.8%) (x2 = 11.6, dfl, p<O.00l). It Should be
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noted that far greater numbers of females, both with and without children, reported
domestic stereotypes as being disadvantageous than advantageous in medicine.
For males, there were no significant differences between those with children and
those without children in terms of reporting of any type of advantageous or
disadvantageous stereotype.
Relationship Between Advantageous and Disadvantageous Stereotypes
Spearman correlations were carried out separately for males and females to
investigate the relationship between the four components of both 'advantageous'
and 'disadvantageous' stereotypes, as shown in Table 9.5. Overall, correlations
were weak for both males and females. Female doctors who reported female
traits as advantageous were significantly less likely to report advantageous
occupational stereotypes. Females who reported domestic stereotypes as
disadvantageous were significantly less likely to report female physical, trait, and
occupational stereotypes as disadvantageous. There was no pattern of reporting of
stereotype components as both advantageous and disadvantageous. Males
reporting male occupational stereotypes as advantageous were significantly less
likely to report male physical, trait and domestic stereotypes as advantageous.
However there was a stronger pattern of association between reporting of
physical, trait, and domestic stereotypes as both advantageous and
disadvantageous for male respondents.
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Table 9.5: Spearman Correlations showing Relationship between Stereotype
Components for Male and Female Doctors
ADVANTAGES
1 Physical
2 Traits
3 Occupational
4 Domestic
DISADVANTAGES
5 Physical
6 Traits
7 Occupational
8 Domestic
.1
1.0
-.01	 1.0
-.07	 .29***	 1.0
-.09	 -.07	 -.01
.02	 .06	 .02
-.04	 0.2	 -.01
-.04	 .10*	 .03
-.07	 .04	 .07
2
1.0
.05
	 1.0
-.02	 .05	 1.0
-.01	 -.01	 _.11**	 1.0
.08	 _ . 09*	 .21***	 .22***	 1.0
ADVANTAGES
lPhysical	 1.0
2 Traits	 .06	 1.0
3 Occupational	 .10*	 .09*	 1.0
4 Domestic	 .01	 -.03	 .17*	 1.0
DISADVANTAGES_________________________
5 Physical	 .22**	 .07	 .09*	 -.01	 1.0
6 Traits	 .07	 .20***	 .09*	 .07	 -.03	 1.0
7 Occupational	 .08	 -.03	 -.01	 -.01	 .03	 _.13**	 1.0
8 Domestic	 -.04	 _.09*	 .08	 .11*	 -.04	 .01	 .06
	
1.0
Key: * <oo5 ** p<0.01;	 p<O.001.
Relationship Between Stereotypes and Levels of Stress and Satisfaction
Pearson correlations between categories of stereotype and levels of occupational
stress, domestic stress, job satisfaction, satisfaction with pay, and satisfaction with
career are noted in Table 9.6.
For female doctors, there are few significant relationships between stereotypes and
levels of stress and satisfaction, however recording of reported domestic
stereotypes as advantageous was significantly associated with lowered
occupational stress. A more consistent pattern emerged for male doctors, with
reporting of male occupational and domestic stereotypes as disadvantageous
being significantly associated with increased occupational stress, and reduced
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satisfaction with job, pay and career, although it should be noted that the
magnitude of these correlations was rather smalL
Table 9.6 Pearson Correlations Between Stereotypes and Levels of Stress and
Satisfaction for Male and Female Doctors
STEREOTYPES: ADVANTAGES AND DISADVANTAGES
FEMALES
Stress/Sadsfaction	 1	 2	 3	 4	 5	 6	 7	 8
iStress	 .07	 .05	 -.07	 _.20**	 .07	 .09	 .05	 .01
2Home Stress	 -.05	 -.01	 .04	 .05	 .01	 .04	 .04	 .04
3 Job Satisfaction	 .09*	 .07	 .02	 .03	 -.07	 -.05	 -.03	 .07
4CareerSatisfaction	 .06	 -.02	 .02	 .04	 .10* -.04	 -.01	 .01
5PaySatisfaction	 .07	 .05	 -.05	 .04	 _.10*	 .05	 .01	 .04
MALES
iStress	 .08	 -.01	 -.04	 -.07	 .08	 .09	 .15**	 11*
2HomeStress	 .03	 -.02	 .11*	 .07	 -.09	 .10*	 .12*	 .13**
3Job Satisfaction	 -.01	 .01	 .08	 .06	 .12* -.06	 -.09
4CareerSatisfaction	 -.06	 .03	 .02	 .10*	 .11* -.01	 .11*	 .14**
SPaySatisfaction	 .01	 -.06	 .08	 .05	 .03	 .09	 .11*	 .15**
Key: * p<0.05; **p<o.01;
	 p<O.001.
Stereotypes:	 Advantag	 1 Physical 2 Traits 3 Occupational 4 Domestic
Disadvantag	 5 Physical 6 Traits 7 Occupational 8 Domestic
9.7	 Discussion
Given the traditional perception of the medical profession as being stereotypically
male, it was unsurprising that a higher proportion of females reported negative
(disadvantageous) gender stereotypes and a higher proportion of males reported
positive (advantageous) gender stereotypes in this study. Several respondents
noted the extent of such stereotyped attitudes, for example one male consultant
stated: "there 's a bias throughout the NIIS, particularly in hospital medicine in
favour of males - and an awareness of thi effect this bias has on the whole
atmosphere in medicine ". A female consultant also stated: "an atmosphere of
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male superiority permeates the hospital". Similarly in general practice, one
female GP stated : "females are in a minority and male doctors tend to be
arrogant and chauvinist and unsatisfactory to work with ' and a male GP noted:
"male doctors are taken more seriously by peers and patients ".
When components of these stereotyped attitudes were investigated, interesting
differences in the perceptions of male and female doctors emerged in terms of
more enduring stereotypes of physical characteristics of males and females, and
personality characteristics, or 'trait' based gender differences, and differences with
respect to occupational or domestic social role characteristics.
The stereotype components adopted for the present study were based on those
used by Deaux and Lewis (1984) (listed on pages 212-213) and it was possible to
adhere fairiy closely to these categories, although as noted by Deaux and Lewis,
there was some overlap between categories. For both 'trait' and 'domestic'
categories for both males and females, allocations were closely comparable, with
fcets reported in the present study bearing a strong similarity to those used by
Deaux and Lewis, e.g. females' emotionality, and perception of role identity in
relation to others; males' competitiveness and breadwinner status. Whereas Deaux
and Lewis adopted different occupations to be rated regarding 'masculinity' and
'femininity', the present study considered types of medical speciality.
Few males and females noted physical gender attributes as either advantageous or
disadvantageous. Males were more likely to report male physical attributes as an
advantage, mainly in terms of their ability to resist aggression from patients, but
also more generally in terms of being stronger, having better overall physical health
and being more able to cope with stress.
Female traits were• more frequently reported as advantageous than
disadvantageous by female doctors. So for example, empathy, emotionahity and a
practical approach to medicine were seen to be positive female characteristics.
One female GP noted: "women are better listeners and have more empathy with
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patients, they understand their family and practical dfjIculties "; a female
consultant stated "women are better tuned to the emotional aspects of illness";
another female consultant noted that "bringing a practical approach to many
situations, without an ego problem" was a positive female trait However,
disadvantages of the same female traits were also noted by two female GPs:
"people expect women to be understanding, which means you get all the dfflcult
patients"; "people tend to talk to me about emotional problems which is very
draining", and two female consultants noted: "females have a tendency to be
less self-confident than males ' and "emotional responses are frowned upon ".
A larger proportion of male doctors perceived male traits to be disadvantageous
than advantageous. Traits such as a tendency not to express emotion, or show
weakness were seen as disadvantageous, for example, a male GP stated : "(men
are) less able to admit to stress or weakness easily ", one male consultant noted:
you are not expected to crumble under stress"; other male consultants said
"(males have) a lower sensitivity to people and the needs of others "; and "a
tendency to avoid emotional issues ". Personality traits which were seen as
advantageous for males tended to emphasise ability to cope or being in control, for
example a male GP noted : "I feel I can cope with a potentially explosive
situation" (male UP) or "on the whole, men are more naturally decisive" (male
consultant).
Unfortunately the present study was not able to systematically examine subjects'
perceptions of the opposite gender's role stereotypes, although such information
was often inferred in responses, for example : "perhaps men less than women are
expected to possess bottomless compassion" (male GP) or "a soft nature and a
soft voice means you get ridden over at times - many people look on a female
doctor as something inferior to a male doctor" (female UP).
It has been suggested in previous studies that the occupational role of female and
male doctors varies according to their medical speciality. In general practice for
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example females tend to see more female patients, and deal with more
gynaecological and psychosocial problems (Cooke and Ronalds 1985a, 1985b).
Similarly some consultant specialities (e.g. psychiatry, paediatrics) may be seen as
requiring more female characteristics of empathy or emotionality (Quadagno
1976). The present study found no statistically significant difference in the
proportion of female GPs and female consultants, or male GPs and male
consultants reporting their own gender personality traits as advantageous or
disadvantageous. However, within five out of eight consultant speciality types in
the study, a greater proportion of females than males reported their own gender
traits to be advantageous, including females in the more 'male' specialities of
physicians, surgeons and anaesthetists. In psychiatry, a speciality perceived as
'female' (Quadagno 1976) and including a relatively high proportion of female
doctors (Allen 1988; Elston 1991), there was no significant difference in the
present study between the proportion of males and females reporting their own
gender traits as advantageous or disadvantageous.
As anticipated, male occupational role stereotypes were perceived as significantly
more advantageous overall than female occupational role stereotypes. For
example, the stereotype of the medical profession as traditionally male, with easier
career progress for male doctors was frequently reported. Male consultants noted:
"the traditional male figure as doctor makes it easier for the doctor-pa tient
relationship ", and " by and large, life is easier career-wise, as it is easier to
progress up the ladder ". One male GP noted: "staffprefer to get males to sort
out their problems". Disadvantages of the male occupational role in terms of
being held ultimately responsible, and also in terms of a heavier, more demanding
workload than female colleagues were noted by male GPs: "you have to cany
the can"; "you have to cope with extra work to cover for pregnant partners";
"expected to cope with unpleasant tasks, anything administrative ". Lack of
informal social support for male doctors was also noted by a male consultant
"poor support networks - my female colleagues all meet regularly out of work for
support".
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Some female doctors expressed resentment against their 'female' occupational
role, for example, one female GP noted: "you have to do all the 'wifely' tasks at
work". Others remarked "(1 am) swamped by unhappy depressed females" ; "I
attract more than my fair share of 'heartsinks ", and one female consultant stated:
"senior males want a handmaiden". Instances of prejudice or discrimination were
also noted by female consultants, for example: "women need to be brighter then
men to gain promotion in medicine "; "can be isolated - not 'one of the boys
especially at senior level"; "men get the breaks - women are still 'playing' at
medicine", and female GPs: "perceived as 'not a proper doctor' by male GPs ";
"you need to be at least as good, or even better than men".
Male domestic role stereotypes, for example, having domestic support and
freedom from domestic responsibility were more frequently perceived by males as
advantageous than disadvantageous in medicine. For example, male GPs noted
"being able to separate work and family very easily ' and "freedom from
responsibilities for childcare" were advantageous. Some male doctors however
noted the disadvantages in the male domestic role stereotype in terms of lack of
participation in fimi1y life, and a lack of freedom in their overall career: "part-
time work (for males) is not socially acceptable"; "home life is not supposed to
affect you" (both male GPs), and; "pressure of being the breadwinner"; "(my)
wish to be involved in bringing up my children, but not enough part-time work"
(male consultants). This view was also expressed by females, including a female
consultant: "men are limited too - they can seldom consider part-time work in
our present culture" ; and a female GP: "it is easier (for females) to negotiate
reduced hours - we are not expected to work as long as men - this is not
necessarily a good thing".
The pressures of combining domestic and occupational roles were most frequently
noted as negative role stereotypes for female GPs, e.g. : "constant guilt feelings
about neglecting family" ; "the expense of flexible childcare involved" ;
"pressure on you not to take time off work for pregnancy or children 's illness"
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and consultants "viewed as a second-rate parent and a second-rate doctor - you
can 't win"; "very dffIcult to co-ordinate jobs for medical couples - it increases
stress for men and women"; "there are not enough female consultants in most
specialities, and women who reach this level often sacrflce personal relationships
- i.e. don 't marry and have children ". However some advantages of the female
domestic role were also reported : "having the freedom to quit on principle ";
"women cope better in the new NHS - they 're used to doing 2 or 3 jobs at once"
(female consultants).
The methodology employed in this study can be criticised on several counts.
Firstly, the stereotype components identified were by no means exhaustive, and it
was not possible to accurately delineate links between specific stable gender
components and more flexible gender-role components using this type of open-
ended data. There are many more potential influences on formation of
stereotypical views than could be identified or accounted for in this study. For
example, racial and cultural background, family background characteristics, socio-
economic status, political views and attitudinal variables may be particularly
relevant in accounting for formation of stereotyped views in doctors. Female
doctors have been shown to hold more liberal and egalitarian views generally than
their male counterparts which may affect their perceptions of gender roles (Hems
et al 1979), and family background has been shown to have particular influence on
the decision to follow a medical career, and choice of speciality (Paris and Frank
1983; Allen 1988). All of these aspects merit closer investigation in analysis of
doctors' attitudes.
Use of open-ended research methodology in the present study also meant that
responses had to be categorised as either 'recorded' or 'not recorded' whereas
relative or probabilistic judgements as to the degree of stereotyping would have
been preferable (McCauley et al. 1980; Deaux 1984). However, the use of more
open ended questioning as opposed to a fixed response format has the advantage
of allowing for a wider range of attitudes to be assessed and avoids some of the
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methodological difficulties in response set bias found in fixed-choice questionnaire
items.
Akhough same-sex and opposite-sex stereotype judgements have been compared
(Clavan and Robak 1978; Deaux and Lewis 1984; Shapiro Ct at 1983), other
characteristics of the subject, such as age, socio-economic status, marital and
parental status, have not regularly been addressed in previous studies, which have
often been carried out in heterogeneous student populations. One study which
investigated male and female physicians' sex-typing of specialities in subjects with
a wide age range (Quadagno 1976) found that stereotypical images were more
likely to be applied by younger physicians, particularly younger males. In the
present study, demographic characteristics influenced the frequency of reporting
of categories of role stereotypes for both male and female doctors. Younger
female doctors were less likely to perceive female traits as advantageous and
younger male doctors were more likely to perceive male traits as disadvantageous
in medicine, suggesting there may have been a shift in perceptions of these
stereotypes in more recent years. Simiiarly, females in the younger age group
were more likely to report female domestic role stereotypes as advantageous in
medicine than females in older age groups, and males in the younger age group
were more likely to report male domestic role stereotypes as disadvantageous
than males in the older age groups. Marital status and parental status were also
related to reporting of occupational role and domestic role stereotypes.
Reporting of both occupational and domestic role stereotypes as disadvantageous
was also correlated with increased occupational stress and lowered job satisfiiction
for male doctors, but not for females in this study. A significant correlation does
not coafirm causality, and the fact that this association may be a result of these two
measures addressing a similar response set such as negative affect, should be taken
into account. However, the above results do suggest that male doctors, and
particularly those in younger age groups may be dissatisfied with the current
balance in allocation of time and energy between occupational and domestic roles,
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and that the segregation of these roles along traditional gender lines is perceived as
disadvantageous by many male, as well as female doctors. This may be a
reflection of a reduced sene of the 'vocational' aspect of medicine as a career
demanding 24 hour commitment but offering intrinsic clinical and external power,
control and status as rewards. It may also be linked to changes in the ethos of the
health service, whereby 'practitioner' or 'bureaucratised' status for employees has
led to a reduced sense of the need for commitment at the expense of personal life.
Alternatively there may have been a reduction in the polarisation of social roles for
males and females. Male doctors may indeed have increased their own
expectations in terms of involvement in family life, expectations which may have
been reinforced by an awareness of the potential for both male and female doctors
to pursue medical careers and maintain a high degree of participation in family life.
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CHAPTER 10:
Occupational Stress and Family Life:
Comparisons of Male and Female Doctors.
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10.1 Summary
One area of occupational stress which has been shown to have an impact on medical
professionals, but which has not been previously researched in detail for this
occupational group, is the interface between work and home life. The concept of what
constitutes the 'home/work interfitce' has often not been clearly defined, however
theoretical models have been recently developed which differentiate between the impact
of work demands on home life, and the impact of domestic demands on work. Other
important concepts are those involving multiple role conflicts or demands, but the nature
of such demands have generally been investigated for females only.
In order to address these issues, the present study aimed to investigate the relationship
between features of both occupational and domestic roles and their relationship to
occupational stress and job satisfaction, and to determine whether this relationship is
affected gender, and by type of medical speciality (GP or consultant). With reference to
the theory of asymmetric permeability of occupational and domestic roles, the relative
strength of relationship between work to home (WH) stress in comparison with home to
work (HW) stress, and how this relationship varies by domestic role complexity, gender
and medical speciality was also investigated. The sample comprised all female and male
GPs and consultants who participated in the questionnaire survey of occupational stress
and job satisfaction.
Results confirmed the pattern of asymmetry of work and home roles found in previous
studies, suggesting that work to home stress had a greater impact than home to work
stress. No significant gender difference in the pattern of asymmetry was found.
However, increased domestic role complexity was related to reduced occupational
working hours and increased domestic work hours for female but not for male doctors.
Both thale and female parents of young children under 5 recorded the highest scores in
temis of work to home stress. GPs generally recorded greater stress in the home/work
interface than consultants.
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10.2 Introduction
Although work and home life are often studied in isolation from one another, it is
acknowledged the relationship between these domains is an important source of stress.
The relationship between work and home life is conceived as being bi-directional, with
satisfactions and stressors experienced at work having an impact on satisfactions and
stressors in home life, and vice versa.
Different approaches to the study of the interface between work and home life have been
discussed in Chapter 2 (pages 3 8-39). The first approach suggests that multiple role
demands of work and home domains are additive, with combined overload leading to
increased stress, strain and illness. The positive side of the additivity theory is that
multiple occupational and domestic roles complement one another, resulting in enhanced
well-being (Thoits 1983; Cooke and Rousseau 1984; Verbrugge 1986). Underlying this
approach is the concept of'spillover' of stable traits in the individual such as personality,
or skill level, which influence experience in each domain (Near et al. 1980). In this
sense both negative outcomes (e.g. occupational and domestic stress) and positive
outcomes of multiple roles (e.g. increased job satisfaction and overall 'life satisfaction')
are found to be positively correlated. Greenhaus and Parasuraman (1986) take the
concept of additivity a step further, suggesting that work and home conflicts are
interactive, with the greatest stress arising in situations of simultaneous role pressures
from both home and work domains.
The relationship between home and work has also been seen as 'compensatory', or
negatively associated, whereby problems or deficiencies in one domain are compensated
for in the other. This perspective arose as a counter to the post-war, male-based view of
home as a haven from the stressors of the outside world, and the perception of females'
participation in work outside the home as being detrimental to the structure of flimily
life, and emphasised the concept of female domestic roles in isolation as being
intrinsically unsatisijing or unfulfihling, and associated with depression and mental ill-
health (Brown and Harris 1978; Haw 1982). This perspective has been adopted in many
studies of the relationship between home and work, carried out in mainly female
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subjects, with the weight of evidence suggesting that involvement in occupational roles
offers opportunities for self-growth or fulfilment which are not found in a domestic
environment, associating occupational roles with greater mental well-being (Haw 1982;
Kandel et at 1985; Baruch et a!. 1987; Johnson 1989; Nelson and Quick 1990; Kopp
and Ruzicka 1993; Campbell et at 1994). There are however many individual factors
such as personality, positive or negative affectivity, and mental or physical health status,
or characteristics of the home and work environment which may affect experience of
stress and strains. Additional social factors such as the status level of the occupation,
socio-economic and financial status, degree of work and family responsibility, and family
variables such as number and age of children and degree of support from spouse or
others, may also affect occupational stress or satisfaction, and are often not accounted
for in studies.
Pleck (1977) first developed the concept of asymmetry in the relative impact of domestic
and work roles, whereby the demands of work roles are seen as having a greater
influence on home life than vice versa. Subsequent studies have developed theoretical
models of work-fpmily conflict which suggest that work interferes with Thmily life to a
greater degree than family life interferes with work, although evidence is by no means
conclusive (Sekaran 1983; Kandel et aL 1985; Hall and Richter 1988; Frone et al. 1992a;
1992b; 1994; Jones and Fletcher 1996).
A further premise is that there may be a gender difference in the both the degree and
direction of permeability of domestic and work roles, whereby work demands are
expected to intrude to a greater extent into home life for males than females, and family
demands intrude into work to a greater extent for females than for males. Two studies
testing this hypothesis (Hall and Richter 1988; Frone et at 1992b) have found no
significant gender differences in the direction of permeability, although a third study
investigating 'crossover' of overload and conflict in a study of 166 married couples
found the opposite relationship, suggesting that home to work stress in terms of
'overload' and arguments at home, had a greater impact on work overloads and
arguments for males than for females (Bolger et at 1989).
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It is therefore of interest to consider gender differences in the permeability of work and
home roles, since males and females may have different degrees of commitment,
investment or involvement within occupational or domestic roles. With responsibilities as
the main breadwinner, males have traditionally been required to allow work to take
precedence over domestic demands, whereas females have had primary domestic
responsibility with flimily demands taking precedence over work (Nadelson et al 1979;
Pleck 1985; Haw 1982). Although traditional flimily structures and role boundaries may
be changing as more females enter employment, and it becomes socially acceptable or
even desirable for males to undertake more domestic work, it seems that females
continue to retain major responsibility for family life (Pleck 1985; Lal&ossa 1988). It is
also suggested that females tend to protect their spouse and family from home-related
stressors (Kessler and McCrae 1982; Bolger et al. 1989). In 'dual career' relationships
where both partners work, there may be some 'contagion' or accwnulation of stress
between partners, or conversely they may be able to offer mutual support. However,
one partner, usually the female, adapts career progress for dual career relationships to
function successfully (Hiller and Phulliber 1982, Yandoli 1989; Karambayya 1992).
Individual differences in demographic and family circumstances are frequently not taken
account of in studies of home/work stress. Marriage and parenthood have been shown to
be linked with increased role conflict and overload for women, with the role of parent
perceived as the most stressful (Barnett and Baruch 1985) but few studies have
examined the impact of home life on home/work stress for males at different life or
career stages. The change in role complexity from the state of being single, to married!
cohabiting to parenthood may be seen as increasingly stressful in terms of the impact on
the home/work boundary (Cooke and Rousseau 1984), and may coincide with a stage of
career development for both males and females where job demands are also maximised
to create additional role stress (Bartoleme and Evans 1979). Parents of very young
children have been shown to experience greater home/work stress than non-parents
(Lewis and Cooper 1987), and parenthood may also affect career progress by
necessitating career breaks, or reduction in work hours. In previous studies, females, but
not males, with young children have been shown to reduce work hours (Weisman and•
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Teitelbauin 1987; Grant et aL 1990). The spouse or partner's contribution to
housework or childcare may become a more important issue when domestic demands
increase due to the care needs of young children, although Lewis and Cooper (1987)
suggest that perceived equity of domestic roles may be a more important factor in
home/work conflict than the actual workload contribution of each partner.
As previously noted (Chapter 3, page 71), characteristics of medical work may make
doctors especially vulnerable to stress between work and home. A heavy workload,
excess paperwork and administration, time pressure, and taking work home may leave less
time and energy for flimily interaction or leisure. The emotional demands of medical work
may lead to 'burnout', emotional exhaustion or withdrawal (Kirwan and Annstrong 1995;
Deny et al. 1996). There is also concern that some patients have unrealistic expectations of
medical professionals and the type of demands patients make may vaiy between piimaiy care
and secondary care specialities Spouses and finnihes may also be affected by the doctors'
occupational stress (Chapter 3, page 72), and for younger doctors in particular, the
establishment and maintenance of personal relationships may suffer.
Many previous studies have linked home/work stress with job dissatisfaction and
psychological ill-health in doctors (e.g. Nadelson et a]. 1979, Firth-Cozens 1987; Rankin
et aL 1987; Cooper et aL 1989; Sutherland and Cooper 1992). However, most have
discussed home/work stress as a problem for female doctors only, and have not
examined the question of asymmetric permeability of work and home roles.
Since, medicine is a high status, highly paid occupation, with potentially high levels of
job satisfaction, it could be argued that doctors have greater resources than most for
coping with problems in the home/work interface. Families can generally afford domestic
help and high quality childcare, making it easier for female doctors to participate fully in
their careers than for females in lower status occupations. Fewer differences between
male and female doctors might therefore be expected in terms of home/work stress than
in other lower status, less well paid occupations.
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Mnis
The aims of the present study are to investigate stress due to the interface between home
and work, comparing male and female doctors working in general practice and in
consultant specialities. Individuals at different life stages with increasing number and
complexity of domestic roles are compared in terms of workload, occupational stress,
job satisfaction and domestic stressors, and increased complexity of domestic roles is
hypothesised to be related to increased stress in the home/work interface for male and
female doctors. Firstly, the relationship between complexity of domestic roles and
occupational and domestic workload in terms of hours worked, time on call and hours
spent on domestic work is investigated, the direction of this relationship being expected
to vary for male and female doctors, since previous research has suggested that females
are more likely than males to adapt working hours to finnily demands.
Secondly, the relationship between domestic role complexity and occupational stress and
job satisfaction, and the role of gender and medical speciality as moderators of this
relationship is investigated. Thirdly, the relative strength of relationship between work
to home (WIT) stress in comparison with home to work (11W) stress is assessed to
investigate the theory of asymmetric permeability. The suggestion in previous studies
that males experience greater work to home stress, whereas females experience greater
home to work stress is investigated, comparing males and females in general practice
and consultant specialities. The relationship of increasing role complexity to WIT and
HW stress is also investigated.
10.3 Method and Subjects
The questionnaire methodology and selection of the sample for the study has been
described in Chapter 5 (pages 111-113). Subjects for this study comprised all 986 male
and female doctors who responded to the questionnaire survey.
10.4 Measures
The following measures were utilised:
i)	 Demographic Information : Details of sex, speciality (GP or consultant), age,
marital and parental status, number and age of children, and job characteristics (GP
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practice type, practice size; consultant speciality) were obtained. Age was recorded in
nine five year age bands, from 26-30 to over 65. Mean age was also calculated. Marital
status was recorded as single; separated, widowed or divorced (SWD); or married
/cohabiting.
Role Complexity
A variable was constructed to reflect increasing domestic 'role complexity' as follows:
Group 1) Single, (including separated, widowed, divorced) without children; Group 2)
Married /cohabiting, without children; Group 3) Married /cohabiting with children,
youngest child 5 -18 years; Group 4) Married /cohabiting, youngest child under 5
years. A similar coding scheme has been used in other studies to reflect increasing
domestic demands or role complexity (Lewis and Cooper 1987; Frone et aL 1992b
Kopp and Ruzicka 1993). Individuals in the original sample who were single, separated!
widowed /divorced with children under 18 (n = 45), or whose youngest child was over
18 (n=159) were not included in this analysis.
ii.) Workload : Subjects were asked to note the average number of hours worked
per week, including time spent on call during the day. Time spent on call for nights/
evenings was recorded separately, on a scale where 1 = 'none or only occasional' and
11 = 'continuous', with higher scores therefore representing more frequent on call
duties. Domestic workload was assessed by asking how many hours per day. were
usually spent on housework and/or childcare.
iii.) Occupational Stress was assessed by scales taken from the Occupational Stress
Indicator (OSI) (Cooper et aL 1988). The 'Sources of Pressure' Scale comprises 61
items and six scales. A description of these scales, details of scoring, and a discussion of
their validity and reliability can be found in Chapter 5, pages 117-120. Reliability values
for each scale for the sample in the present study are reported in Chapter 6, Table 6.4a
(Page 142).
iv.) Home / Work Stress: Stressflulness of the home/work interfhce was assessed by
the OSI 'Home/work interface scale'. This scale originally comprised 11 items, however
in the present study, one item 'not having enough work to do' received an exceptionally
'ow mean score for the overall sample (mean 1.4, SD 0.7) and was found not to•
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correlate significantly with the scale total (r : .02). This item was therefore not included
in subsequent analysis for this study. The remaining ten items were subjected to a
principal components analysis, and two factors with eigenvalues >1.0 were identified.
Five items (factor loadings = 0.77 to 0.61) representing 'work to home' stress (WH)
(38% of variance) and five items (factor loadings = 0.76 to 0.59) representing 'home to
work' stress (HW) (14% of variance) were identified. The sub scale was divided into
two components on this basis. WH items are: a) Taking my work home; b) not being
able to 'switch off' at home; c) demands work makes on my relationship with my
spouse/children; d) demands work makes on my private/social life; e) pursuing a career
at the expense of home life. 11W items are : f) My spouse's attitude towards my job and
career; g) absence of emotional support from others outside work; h) lack of practical
support from others outside work; i) home life with a partner who is also pursuing a
career;j) absence of stability or dependability in home life. Three of the above items, c),
f), and i) were not applicable to individuals who were single or separated/widowed
divorced. This group was therefore excluded from some analyses, improving the
reliability of this subscale (re-calculated a = .83).
v.) Job Satisfaction was assessed using the scale "How You Feel About Your Job"
also taken from the OSI. This 22 item job satisfaction scale comprises five subscales.
These scales, together with a description of their scoring, validity and reliability are
discussed in Chapter 5, pages 120-122. Reliability values for each scale and the scale
total are given in Chapter 6, Table 6.5a (page 144).
vi) Home Stress was assessed by the question, 'how stressfUl is your home life ?',
rated on a 5 point scale where 1 = 'not at all stressful' and 5 = 'extremely stressful'.
vii) Domestic Conflict was assessed by the dichotomous item 'does your job cause
conflict with your spouse/partner?' (no = 1, yes =2).
viii.) Domestic Satisfaction was assessed by a two item scale constructed for the study
(a .86), assessing satisfaction with spouse's contribution to housework and childcare,
each item scored on 5 points where 1 = 'not at all satisfied' and 5 = 'extremely satisfied'
(range = 2 -10).
Chapter 10
	 245
10.5 Analysis
For the whole sample, males and females were compared in terms of age, marital status
and parental status using t-tests or chi square analysis. Subsequent analyses were carried
out with a sub-sample of subjects divided into 4 domestic role groupings representing
increased complexity as described above. Since age was found to be significantly
core1ated with each of the dependent variables apart from job satisfaction, factorial
analysis of covariance (ANCOVA) was carried out with age as the covariate, and 'role
complexity' categories, sex, and speciality as main effects. Interaction effects of role
complexity, sex and speciality were also calculated, and those which were statistically
significant are reported. Dependent variables were; hours worked, time on call, and
domestic workload; occupational stress subscales, total job satisfaction, factors
representing WI!, and HW stress, and overall home stress. Parents with youngest child
aged 5-18 were compared with parents of children with youngest child aged under 5 in
terms of domestic satisfaction. Since 'role complexity' groups were of unequal size, an
unweighted means approach was adopted in the analysis of variance (Tabachnik and
Fidell 1989; MacDonald 1991). Hierarchical regression analyses were carried out
separately for males and females in the 'role complexity' sample with the total
home/work interface scale score as the dependent variable, representing a total of WI!
and HW stress. Demographic variables, workload variables, the remaining occupational
stress scales, job satisfaction and home stress, and conflict were entered in steps to
determine their relative impact on home/work stress.
10.6 Results
The final sample comprised 283 female GPs, 224 female consultants, 264 male GPs and
215 male consultants. Approximately a quarter (26%) of GPs in the sample worked in
rural practices, and half (49%) in 'urban' or 'city centre' practices, the rest being
classified as 'suburban' or 'mixed'. Mean individual Health Board list size was 1544,
compared with 1569 for Scotland overall (ISD 1992a). Because the samples were
selected to obtain approximately equal numbers of male and female consultants, and
some types of speciality show a preponderance of males (e.g. surgical specialities) or
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females (e.g. psycbiatiy), male and female consultants in the sample were not matched by
speciality, although most types of consultant speciality were represented in the study.
Table 10.1 illustrates demographic characteristics of the female and male doctors in the
study. Males in the sample were significantly older than females (p<O.001). Males were
also significantly more likely to be married/cohabiting (p<0.001), to have children
(p<O.00l) and had more children overall (p<O.001) than females.
Table 10.1: Characteristics of the StudV Sample (N=986)
Females	 Males	 Comparisons
_______________ (N507)	 (N=479) ___________________
MeangeGroup(SD)	 3.7(1.7)	 4.4(1.7)	 df=979,t=5.90***
(Mean age)
	
(41.6)	 (44.9)
Marital Status	 No (%)	 No (%)
Single, SWD	 128 (25.2)	 33 (6.8)	 df= 1, x2 = 60.75***
Married/Cohab	 379 (74.8)	 446 (93.2)
Children
Yes	 326 (64.3)	 419 (87.8) df= 1, x2 = 74.06***
No	 181 (35.7)	 58 (12.2)
Mean (SD) Number
of Children	 2.18 (0.9)	 2.58 (0.9)	 df742, t5.90***
p(O.(JO1
Workload
The relationship between the four 'role complexity' groups in terms of 'workload'
variables, hours worked, time on call, and domestic workload are illustrated graphically
in Figures 10.1, 10.2 and 10.3. Group means and results of ANCOVA are given in
Table 10.2.
Analysis of variance shows that the covariate age was significantly related to hours
worked, and time spent on call, but not to domestic workload. After adjusting for age,
hours worked were shown to vary significantly by role complexity, sex and speciality,
Role Complexity
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with a significant interaction effect for roles and sex, suggesting that sex moderates the
impact of role complexity on hours worked. Examination of group means, illustrated
graphically in Figure 10.1, reveals that female doctors with youngest child under 18
spend fewer hours at work than those who do not have children, whereas this is not the
case for male doctors. Comparing parents with youngest child under 5 with parents with
youngest child 5-18, female GPs in the former group are shown to work the fewest
hours, whereas female consultants maintained a similar level of work hours. Although
male consultants with youngest child under 5 worked longer hours than those without
children or those with youngest child aged 5 -18, this was not the case for male GPs.
Figure 10.1 Graph of Occupational Work Hours for Increasing Role Complexity
Occupational Work Hours
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Figure 10.2: Graph of Time On Call for Increasing Role Complexity
Time On Call
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Role Complexity
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Figure 10.3: Graph of Domestic Work Hours for Increasing Role Complexity
Hours Domestic Work
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Table 10.2. Change in Hours Worked. Time on Call and Domestic Work with
Increasing Role Complexity
a) MEANS (SD)	 - INCREASING ROLE COMPLEXiTY
1. Single (fD) 2. Married!	 3. Married!	 4. MarriediCohab
No Children	 Cohab.	 Cohab. Youngest Youngest Child
No Children	 Child 5-18
	 Under 5
____________________ (n=109)
	 (n=120)	 (n=310)	 (n=205)
Hours worked
GP	 Female	 42.21(7.6)	 39.98(16.5)	 34.46(10.8)	 3 1.58(10.9)
Male	 47.54(11.7)	 44.87(7.2)	 46.46(7.9)	 46.31(8.9)
Cons	 Female	 47.84(9.1)	 47.54(10.7)	 43.33(10.7)	 43.56(8.8)
Male	 51.57(5.6)	 50.40(11.2)	 52.25(11.0)	 53.06(10.6)
On Call
GP	 Female	 7.19(2.3)	 6.59(3.4)	 5.33(3.5)	 5.06(3.2)
Male	 7.23(3.4)	 8. 17(1.6)	 8.05(2. 1)	 8.00(1.9)
Cons	 Female	 7.24(3.4)	 7.46(2.9)	 6.50(3. 1)	 7.49(2.9)
Male	 8. 14(1.9)	 6.93(3.2)	 8.42(2.2)	 8.33(2.5)
Domestic Work
GP	 Female	 1.54(1.5)	 1.52(0.6)	 3.70(1.8)	 5.78(2.6)
Male	 1.18(0.6)	 0.74(0.5)	 1.19(1.1)	 1.79(0.9)
Cons	 Female	 1.60(0.8)	 1.47(0.8)	 2.96(1.4)	 4.15(1.8)
Male	 1.25(0.9)	 1.14(0.5)	 1.30(1.0)	 1.85(0.9)
b)ANALYSIS OF
VARIANCE
Hours Worked	 Source	 df	 MS	 F
Error	 727	 106.41
Covari ate
	
Age	 1	 678.58	 6.4*
Main Effects	 Roles	 3	 301.08	 2.83*
Sex	 1	 6308.24	 59.28***
Speciality	 1	 3705.33	 34.82***
Interactions	 Rolesx Sex	 3	 511.47	 4.81**
On Call
Error	 728	 7.60
Covari ate	 Age	 1	 40.05	 5.27*
Main Effects	 Roles	 3	 9.59	 1.26
Sex	 1	 176.76	 23.26***
Speciality	 1	 13.24	 1.74
Interactions	 Roles x Sex	 3	 27.60	 3.63*
SexxSpeciality	 1	 35.10	 4.62*
Domestic Work
Error	 712	 1.90
Covari ate	 Age	 1	 6.66	 3.50
Main Effects	 Roles	 3	 114.63	 60.23***
Sex	 1	 257.61	 135.36***
Job	 1	 1.49	 0.78
Interactions	 Roles x Sex	 3	 49.73	 26.13***
Roles x Speciality	 3	 6.66	 3.50*
Sexx Speciality	 1	 16.45	 8.64**
Notes: Degrees of freedom vary slightly due to missing data * p<0.OS, ** p<O.Ol, ** p<O.001
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A similar pattern emerged in terms of amount of time on call, with the effect of sex
being highly significant. Although there was no significant main effect of either role
complexity or speciality, interactions between sex and role complexity, and sex and
speciality were significant, suggesting that sex moderated the relationship between role
complexity, speciality, and time on call. Examination of means, presented graphically in
Figure 10.2, revealed that female GPs with youngest child aged 5-18, or youngest child
under 5 spent less time on call than other groups. It should be noted that the mean values
for time spent on call are within the range 5.0 to 8.5, which represent approximate
periods of between one night eveiy three weeks and one night per week.
In terms of time spent on domestic work/childcare, significant main effects for role
complexity and sex, and significant interaction effects for sex and role complexity, sex
and speciality, and role complexity and speciality were observed. Time spent on
domestic work is shown to increase for both male and female parents in both speciality
types, with youngest child under in comparison with those with youngest child aged 5-
18, and those without children. Female doctors overall spend significantly more time on
housework / childcare than male doctors, and female doctors with children under 5
spend more time on domestic work than other groups. This relationship is indicated
graphically in Figure 10.3.
In summary, being a parent with youngest child age 5-18, or under 5 has a greater
impact on work hours, time spent on call and domestic work for female than male
doctors.
Occupational Stress
The relationship between increased complexity of domestic roles and occupational
stress, as measured by scales from the OSI was investigated. Group means and results
of analyses of variance are presented in Table 10.3 (a) and (b).
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Table 10.3: Association between Aspects of Occupational Stress and Increasing Role
Complexity
MEANS (SD)	 - INCREASING ROLE COMPLEXiTY
1. Single,	 2. Married!	 3. Married!
(SWD)	 Cohab.	 Cohab. Youngest
No children	 No Children	 Child 5-18
(n= 111)	 (n= 121)
29.48(6.0)	 29.61(4.8)
30.27(5.8)	 32.67(4.3)
29.67(5.6)	 29.40(5.3)
23.75(7.7)	 29.36(6.2)
1 :Factors Intrinsic to the Job
GP	 Female
Male
Cons	 Female
Male
2.Managerial Role
GP	 Female
Male
Cons	 Female
Male
3.Relationships with others
GP	 Female
Male
Cons	 Female
Male
4. Career andAchievement
GP	 Female
Male
Cons	 Female
Male
5. Organisational structure and
climate
GP	 Female
Male
Cons	 Female
Male
35.60(7.4)
36.30(10.3)
34.31(6.8)
28.00(11.4)
30.26(7.6)
28.82(6.2)
31.38(7.1)
26.37(6.6)
16.61(7.1)
19.09(8.2)
19.26(7.9)
16.12(5.2)
30.89(9.3)
30.73(7.7)
35.88(10.3)
27.00(10.7)
35.25(7.2)
37.46(6.9)
37.13(6.3)
36.14(8.8)
31.26(6.8)
31.25(6.9)
32.47(5.8)
31.71(7.5)
19.20(7.2)
19.75(6.9)
20.00(5.3)
21.14(8.1)
33.26(6.6)
32.42(7.5)
38.3 1(7. 1)
36.00(8.9)
(n=323)
29.53(5.3)
31.80(5.1)
28.62(5.1)
30.16(7.2)
35.43(8.6)
35.59(8.5)
34.24(7.6)
34.38(8.9)
29.96(6.4)
29.92(7.1)
30.90(7.4)
31.28(8.3)
18.71(7.4)
17.14(7.2)
18.11(6.3)
18.29(7.3)
28.69(8.4)
30.84(8.9)
35.81(8. 1)
33.79(8.8)
4. Married!
Cohab.
Youngest Child
Under 5
(n=198)
28.75(5.6)
31.51(5.3)
28.53(4.4)
29.53(6.1)
35.15(7.9)
37.02(8.0)
32.44(7.9)
34.57(7.0)
30.41(7.1)
32.45(7.4)
30.26(5.4)
30.83(7.1)
18.09(7.0)
19.56(7.5)
19.38(6.3)
20.07(7.7)
30.73(8.4)
32.77(8.9)
34.64(7.2)
34.79(7.3)
6. Home/work interface
GP	 Female
Male
Cons	 Female
Male
-	 29. 85(9.2)
-	 32.33(7. 1)
-	 28.49(8.1)
-	 25.14(8.0)
31.72(7.9)
30.38(9.0)
29.50(7.3)
29.34(8.7)
31.97(8.4)
32.56(8.5)
30.84(7.9)
31.43(9.0)
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Table 10.3 (Contd.)
	
Association between Aspects of Occupational Stress and
Increasing Role Complexity
b) ANALYSIS OF VARIANCE
SUBSCALE	 Source	 df	 MS	 F
1 Factors Intrinsic to the Job
Error	 736	 31.36
Covariate	 Age	 1	 247.27	 7.89**
Main Effects	 Roles	 3	 92.77	 2.96*
Sex	 1	 73.21	 2.33
Speciality	 1	 165.55	 5.28*
Interaction	 Roles x Sex	 3	 95.08	 3.03*
Sex x Speciality	 1	 237.90	 7•59**
2 Managerial Role
Error	 727	 62.03
Covariate	 Age	 1	 476.21	 7.68**
Main Effects	 Roles	 3	 132.76	 2.14
Sex	 1	 2.64	 0.04
Speciality	 1	 167.36	 2.70
3 Relationships with other people
Error	 724	 49.27
Covariate	 Age	 1	 875.34	 17.77***
Main Effects	 Roles	 3	 75.73	 1.54
Sex	 1	 5.25	 0.11
Speciality	 1	 157.55	 3.20
4 Career andAchievement
•	 Error	 724	 50.13
Covariate	 Age	 1	 512.48	 10.22**
Main Effects	 Roles	 3	 47.42	 0.95
Sex	 1	 19.91	 0.53
Speciality	 1	 168.73	 3.37
5 Organisational structure
and climate
Error	 714	 71.61
Covariate	 Age	 1	 386.30	 5•39*
Main Effects	 Roles	 3	 166.37	 2.32
Sex	 1	 122.78	 1.71
Speciality	 1	 1473.70	 20.58***
Interaction	 Sex x Speciality 	 1	 395.74	 5•53*
6 Home/work interface
Error	 628	 69.73
Covariate	 Age	 1	 501.39	 7.19**
Main Effects	 Roles	 2	 212.38	 3.05*
Sex	 1	 0.74	 0.01
Speciality	 1	 347.67	 4•99*
Notes: Degrees of freedom vary slightly due to missing data; * p<O.O5, ' p<O.Ol, *** p<O.O01
-4-- FGP
-- MGP
-A-- FC
XMC
33
31
U)
a) 27
25
23
Role Complexity
1	 2	 3	 4
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The covariate age was significantly related to each scale. The main effect of role
complexity was significantly related to occupational stress in two scales, 'factors intrinsic
to the job' (p<0.05) and 'home/work interface' (j)<O.05). Although no occupational
stress scale revealed a significant main effect for sex, the 'factors intrinsic to the job'
scale revealed significant interaction effects of roles and sex, and speciality and sex,
suggesting that sex may moderate the relationship between these variables and this
aspect of occupational stress. Examination of means reveal that male GPs recorded
higher stress levels overall, on this scale, with those male GPs who were married non-
parents recording most stress, and single male consultants recording least stress on this
scale. This is represented graphically in Figure 10.4.
Similarly, the 'organisational structure and climate' scale showed a significant interaction
effect of sex and speciality, with female consultants recording highest stress scores on
this scale, represented graphically in Figure 10.5.
Figure 10.4: Graph of 051 'Factors Infrmnsic to the Job' Scale for Increasing Role
Complexity
Factors Intrinsic to the Job
39
37
33
31
29
27
1	 2	 3	 4
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Figure 10.5 : Graph of OSI 'Organisational Structure and Climate' Scale for
Increasing Role Complexity
Organisational Structure
Role Complexity
-•-- FGP
-- MGP
—A--FC
XMC
Job Satisfaction
Neither the covariate, age, role complexity, or speciality were significantly related to job
satisfaction, as measured by the OSI 'How you feel about your job' scale as shoi in
Table 10.4. However there was a highly significant main effect of sex on this scale, with
female GPs and consultants recording higher job satisfaction scores than males.
In summary, increased role complexity was significantly related to occupational stress in
only two scales from the OSI (p<0.05). Role complexity was not significantly related to
total job satisfaction.
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Table 10.4: Association between Job Satisfaction and Increasing Role Complexity
MEANS (SD)	 - INCREASING ROLE COMPLEXiTY
1. Single,	 2. Married!	 3. Married!	 4. Married!
(SWD)	 Cohab.	 Cohab.,	 Cohab.,
No Children	 No Children	 Youngest Child
	 Youngest Child
5-18	 Under 5
(n=114)	 (n=112)	 (n=305)	 (n=192)
Job Satisfaction Total
GP	 Female
Male
Cons	 Female
Male
	
82.98(18.1) 83.64(14.7)	 83.88(16.3)	 85.56(14.9)
	
81.18(14.3) 74.17(18.1)	 79.77(13.7)	 76.97(15.1)
	
77.69(20.1) 82.95(17.0)	 87.15(13.7)	 81.87(15.5)
	
73.12(27.8) 78.14(15.8)	 84.40(17.3)	 82.39(10.8)
b) ANALYSIS OF VARIANCE Source	 df	 F
Job Satisfaction
Error	 748	 256.15
Covariate	 Age	 1	 5.51	 0.02
Main Effects	 Roles	 3	 640.31	 2.50
Sex	 1	 2261.54	 8.83**
Speciality	 1	 1.81	 0.01
Key: * p<O.O5, ** p<O.Ol,	 p<O.001
Stress Between Home and Work
Differences between doctors who were married, with no children, married with youngest
child aged 5-18 and married with youngest child under 5 were investigated in terms of
the interface between home and work. As described above, two factors were identified
from the home/work interface scale to indicate stress transmission from work to home
(WH) and from home to work (HW). Examination of means in Table 10.5(a) indicates
consistently higher scores for WIT stress in comparison with 11W stress for all subjects.
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Table 10.5 Home to Work HW and Work to Home (Wil) Stress. Home Stress, and
Spouse Satisfaction for Male and Female GPs and Consultants
a) MEANS (SD)	 - INCREASING ROLE COMPLEXiTY
1. Single,	 D) 2. Married! Cohab. 3. Married/Cohab. 	 4. Married! Cohab
No Children	 No Children	 Youngest Child 5-18 Youngest Child
(n= 109)	 (n=121)	 (n=323)	 Under5(n=199)
WH Stress
GP	 Female	 -	 17.58(5.1)	 18.91(4.7)	 19.25(4.6)
Male	 -	 18.78(4.2)	 19.49(5.3)	 20.90(5.8)
Cons	 Female	 -	 17.54(5.1)	 17.51(4.9)	 18.41(4.8)
Male	 15.31(5.5)	 18.42(5.3)	 19.50(5.8)
HW Stress
GP	 Female	 -	 12.81(4.8)	 13.02(4.2)	 13.38(4.2)
Male	 -	 13.82(3.8)	 12.36(4.1)	 13.17(4.3)
Cons	 Female	 -	 11.13(4.0)	 12.36(4.2)	 12.75(4.2)
Male	 -	 10.26(3.4)	 11.82(4.0)	 12.79(4.2)
Home Stress
GP	 Female	 2.12(0.8)	 2.20(0.9)	 2.55(0.7)	 2.56(0.7)
Male	 1.98(0.7)	 2.08(0.6)	 2.32(0.8)	 2.40(0.7)
Cons	 Female	 2.18(0.9)	 2.08(0.8)	 2.35(0.7)	 2.68(0.7)
Male	 2.25(0.5)	 1.93(0.6)	 2.20(0.8)	 2.60(0.9)
Spouse Satisfaction
GP	 Female	 -	 -	 6.31(1.7)	 6.93(1.9)
Male	 -	 -	 9.01(1.3)	 8.84(1.5)
Cons	 Female	 -	 -	 6.80(2.1)	 6.46(2.0)
Male	 8.61(1.6)	 8.58(1.8)
b) ANALYSIS OF VARIANCE
WffStress	 Source
Error	 630	 25.43
Covari ate
	 Age	 1	 29.54	 1.16
Main Effects	 Roles	 2	 144.37	 5.68**
Sex	 1	 41.89	 1.65
_____________________________ Speciality	 1	 166.96	 6.57*
HWStress
Error	 629	 17.34
Covari ate
	 Age	 1	 26.75	 1.54
Main Effects	 Roles	 2	 27.39	 1.58
Sex	 1	 2.16	 0.12
_____________________________ Speciality
	 1	 135.87	 7•g4**
Home Stress
Error	 741	 0.56
Covari ate
	 Age	 1	 2.28	 4.09*
Main Effects	 Roles	 3	 5.73	 10.29***
Sex	 1	 0.38	 0.68
______________________________ Speciality 	 1	 0.01	 0.02
Spouse Satisfaction
Error	 506	 2.88
Covari ate	 Age	 1	 0.05	 0.02
Main Effects	 Roles	 1	 0.00	 0.00
Sex	 1	 512.61	 178.25***
_______________________________ Speciality
	 1	 2.69	 0.93
Notes: Degrees of freedom vary slightly clue to missing data. Key: p<0.05, p<0.01, '' p<0.O01
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As shown in Table 10.5, analysis of variance revealed that the covariate age was not
significantly related to WH or to HW stress. However, the main effect of roles was
shown to be significantly related to WH stress (p<0.Ol), with male and female GPs and
consultants with youngest child under 5 recording highest stress scores, although there
was no significant effect of roles for 11W stress. For both WH and 11W stress, there was
a significant main effect of speciality, with OPs recording higher stress scores than
consultants in each role categoiy. There was no significant main effect of sex for either
WH or 11W stress.
A highly significant effect of role complexity (p<0.001) was also observed in terms of
the global rating of stressfu]ness of home life, with parents of children under 5 recording
the highest scores, although there was no significant main effect of sex or speciality in
terms of home stress.
There was no significant effect of role complexity, or speciality in terms of satisfaction
with spouse's contribution to housework and childcare for parents with children aged 5-
18 in comparison with parents of children under 5. However there was a highly
significant main effect of sex for this variable (p<0.001), with male doctors expressing
greater satisfiction with their spouse's contribution to domestic work than females.
For the total study sample, male doctors were significantly more likely than female
doctors to report conflict over work with their spouse or partner (x2 =26.66, d1=1,
p<O.0001) although there was no significant difference in the proportion of GPs and
consultants reporting conflict (x2 =2.06 df=l, n.s.). For the 'role complexity' sample,
there was no significant difference in the proportion of individuals who were married
without children, with children 5-18, or children under 5, (role groups 2,3 or 4) in terms
of reported work-related conflict with their spouse (x 2 =3.78 df2, n.s.).
Increasing role complexity was therefore significantly related to WH stress, and to global
home stress, but not to 11W stress or satisfliction with spouse's contribution to
housework and/or childcare.
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Predictors of Stress between Home and Work for Females and Males
Bivariate correlations of variables entered into the regression analysis, with the
'home/work interface' scale the as dependent variable, are shown in Table 10.6.
Home/work interface stress was shown to be positively related to workload, the
remaining occupational stress scales, home stress and conflict, and negatively associated
with job satisfaction and spouse satisfaction.
Hierarchical multiple regression analysis was used to investigate the relative contribution
of demographic variables, workload, occupational stress subscales, job satisfaction and
domestic stress, conflict, and spouse satisfaction to the stressflilness of the home/work
interface. Two separate regression analyses for female and male doctors were carried out
as shown in Table 10.7.
The results indicate a rather similar pattern for male and female doctors. Overall, 57%
of the variance in stress due to the home/work interface was predicted for both female
and male doctors. Demographic variables (age, speciality and domestic role complexity)
accounted for a slightly larger amount of vaiiance in females (13%) than in male doctors
(6%). The combined workload variables, (hours worked, time on call and domestic
workload), predicted an additional .3% of variance in females and less than 1% of
variance in home/work stress for males, time on call being a significant predictor of
home/work stress for males but not for female doctors.
The 5 remaining Occupational stress scales jointly predicted an additional 34% of
variance in home/work interface stress for females and an additional 41% of variance for
male doctors, with the 'factors intrinsic to the job' being the most significant predictor
for both males and females.
Job satisfaction made no significant contribution to the regression equation for either
males or females. Indicators of domestic stress (home stress, conflict, and spouse
satisfaction) predicted a further 10% of variance in home/work stress for females and
8% of variance for male doctors.
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Table 10.7 : Hierarchical Regression Analysis of Stress Between Work and Home for
Female and Male Doctors
1. Females	 2. Males
Step	 Multiple Adjusted J3	 Multiple Adjusted
R	 R2	 R	 R2
LDemoaraphic Variables	 .3611	 .1304	 .2676	 .0634
Age	 -.0765	 _.1351*
Speciality	 -.0873	 -.0675
Roles	 .3093***	 .1826***
Overall F (3,423) = 21. J5***	 Overall F (3,348) = 8.95***
2Workload Variables 	 .3822	 .1339	 .2989	 .0735
Hours worked	 .1381*	 .0764
Time on call	 .0228	 .1080*
Domestic work	 .0375	 .0280
OverallF(6,420) = 11.98***	 OverallF(6,345) =5.64***
3. Occupational Stress Scales 	 .6980	 .4737	 .7037	 .4788
Factors intrinsic to the job	 .2689***	 •3577***
Managerial role	 .1078	 .2175**
Relationships with others 	 .2574***	 .1527*
Career and achievement 	 .1155*	 .1297*
Organisational structure 	 -.0749	 -.1071
andclimate	 _______________________________ ______________________________
OverallF(11,415) = 35.85***	 OverallF(11,340) =30.32***
4. Job Satisthction	 -.0608	 .7001	 .4755	 -.0439	 .7048	 .4790
OverallF(12,414) 33.2***	 OverallF(12,339) =27.88***
5.Domestic stress	 .7644	 .5691	 .7660	 .5686
Home Stress	 .2178***	 .2417***
Conflict	 .1365***	 .1112**
SpouseSatisfction	 _.1511***
	 _.0764*
- FinaIF(15,411) 3&51***	 FinaIF(1 5,336) 31.85***
Key: * <0•o5, ** p<O.Ol, *** p<O.00l
Chapter 10	 261
10.7 Discussion
Utilising the concept of additivity or accumulation of stress between home and work,
this study aimed to investigate the impact of increased complexity of domestic roles,
occupational and domestic workload, and occupational and domestic stress and
satisfaction on home/work stresa A further aim was to examine the theory of
asymmetric permeability of work and home roles in a large sample of female and male
doctors. Gender comparisons, and comparisons between doctors in different types of
medical speciality, i.e. general practitioners and hospital consultants were considered.
The results of the study confirm those of previous research suggesting that increased
domestic role complexity, and parenthood in particular, are related to reduced
occupational working hours, and reduced hours on call, but increased time spent on
domestic work for female doctors. However, for male doctors with young children in
comparison with non-parents in this study, working hours and time on call are
maintained or even increased, and time spent on housework or childcare is also
increased, albeit to a lesser extent than for females. Nevertheless, for both male and
female doctors, combined occupational and domestic workload variables add little to
the prediction of 'home/work stress' in this study.
One explanation for the differential impact of domestic role complexity on the
occupational and domestic work hours of male and female doctors may be the
asymmetry of home and work roles, whereby home demands have a greater impact on
female doctors, and demands of work have a greater impact on males. An alternative
explanation may lie in male and female doctors' different family circumstances. In the
present study, male doctors in the sample were older, more likely to be
married/cohabiting, and had more children than females doctors. This pattern is similar
to studies in the USA which suggest that greater financial family responsibility may be
one reason why male doctors work longer hours than females (Weisman and Teitelbauin
1987; Grant et aL 1990). While this economic imperative for working longer hours is
less likely to be a valid motivation for salaried male doctors working within the National
Health Service in the UK, it may explain why female doctors are able to work fewer
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hours when their children are young, in that they are less likely to be the sole source of
financial support for their spouse and family. Opportunities for working less than full-
time hours, job sharing, or taking career breaks are generally more available to females
than males, and also more common in general practice than in hospital medicine, where
career paths are more rigid (Allen 1988). Other studies also suggest that female doctors
are more satisfied with their work hours, and their achieved balance between work and
finnily time than are males (Bartoleme and Evans 1979; Grant et al. 1990).
It should be stated that work hours are a quantitative rather than qualitative measure or
workload. Degree of personal investment or involvement in work, and degree of
responsibility for occupational or domestic workload may be a more important
determinant of stress or strain. In the present study, satisfaction with spouse's
contribution to housework and childcare was assessed comparing the two parent groups
in this study. Male doctors recorded significantly greater satisfaction with their spouses
contribution to domestic work in these areas than did females, suggesting that traditional
patterns of domestic responsibilities were maintained in this sample. Similar results were
reported in Lewis and Coopers' (1987) study of two-earner couples in a wider range of
occupations.
Excluding the 'home/work interface' scale, domestic role complexity was significantly
related to higher scores on only one occupational stress scale, 'factors intrinsic to the
job'. For this scale, which included items pertaining to amount of work, pay, minor
hassles and decision making, the relationship was between multiple roles and
occupational stress was complex, since male GPs in each role complexity group
recorded the highest stress scores and single male consultants recorded the lowest
scores. There was no significant relationship between increased domestic role complexity
and job dissatisfaction. It therefore appears that the second hypothesis, suggesting that
increased complexity of domestic roles may be significantly associated with increased
occupational stress or decreased job satisfaction, is not proven by this study when
measures specifically pertaining to the interface between work and home life are
excluded.
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One point of interest in these results is the highly significant sex difference in terms of
job satisfaction, with male doctors recording lower job satisfaction than females overall.
Previous analysis for the whole sample, including individuals with children over 19 and
those who were single, separated, widowed or divorced with children under 18,
revealed that male GPs recorded high levels of occupational stress and the lowest levels
ofjob satisfaction using the OSI scales (Swanson et al 1996). Other researchers have
suggested that job satisfaction for both GPs and consultants has reduced in recent years
as a result of changes in the doctor's occupational role and the structure of the NTIS
(Sutherland and Cooper 1992; Myerson 1992; BMA News Review 1996). The
existence of high levels of dissatisfaction in medical practitioners is obviously a cause for
concern, as it has implications for the well-being of individuals themselves, for the future
manpower resources of the NHS, and for the quality of medical care offered to patients.
In terms of domestic stress, there was a positive association between domestic role
complexity and increased stress, with single or married non-parents reporting the lowest
scores and parents with youngest child under 5 reporting the highest scores in each
group. The 'home/work interface' scale scores also revealed a positive linear relationship
between stress and domestic role complexity for female GPs, female consultants and
male consultants This relationship was further investigated by dividing the scale into
two factors representing the bidirectionality of the home/work relationship, i.e. WH and
11W stress.
Excluding non-married individuals from the sample, increasing domestic role complexity
was shown to be significantly associated with WH stress, but not 11W stress. This
suggests that the demands of work on home life increase at a life stage when family life
is likely to be at its most demanding. Since increased family demands are not
significantly related to increased 11W stress, it is possible to conclude that the theory of
asymmetric permeability of home and work roles is supported by this study. However,
there was no significant gender difference in the relationship between increased domestic
role complexity and WH or HW stress in this study, suggesting no gender difference in
the permeability of roles. This Jinding reflects results of a study from a community
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of 278 males and 353 females, which also failed to find gender differences in the pattern
of asymmetry (Frone et al. 1992b).
For males and females who were married non-parents, parents with youngest child 5-18,
or youngest child under 5, mean score values were higher for Wil than for HW stress,
suggesting the impact of work on home life may be perceived as more stressfiil overall
than the impact of home on work. Parents of children under 5 recorded highest Wil
stress scores, with no significant gender difference. Since responsibility for very young
children is both physically and mentally demanding, the fact that work demands have the
strongest impact on home life for this group must give cause for concern. As stated
previously, doctors as a group are arguably in a more privileged position than many
other occupational groups regarding financial stability, access to high quality childcaie,
domestic help, and availability of reduced working hours, to accommodate family needs
within their job. Replication of this analysis with lower socio-economic status groups
may therefore be expected to produce greater differences in terms of the impact of role
complexity on stress between home and work.
General practitioners as a whole reported more HW stress than consultants. The reasons
for this difference are necessarily rather speculative but may be related to failure to cope
with occupational stressors or a perceived lack of social support (see Chapter 7), or
female GPs in particular having a greater combined domestic and occupational workload
in this occupational group. Frone et al's (l992b) study notes that home (family) to work
conflict is related to the individual's overall concept of well-being, to a greater extent
than work to home (Thmily) conflict, and suggests that 11W conflict more closely reflects
feelings of self-efficacy or mastery, whereas WH conflict is perceived as being outwith
the individual's own direct controL HIgher 11W stress scores in GPs may therefore
indicate reduced psychological well-being, and is worthy of further investigation using a
more comprehensive model of factors involved in 11W stress.
The present study did not aim to construct a complete model of worklfamily stress.
Some reservations arise as to the comprehensiveness of the measures of 'home/work' -
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stress adopted, and the possibility of common method variance arising from the use of
measures of occupational stress and home/work stress taken from the same
questionnaire. The focus of the research overall was on occupational stress, so tended
to prioritise this area and included fewer indicators of home or family stressors.
Attempting to build a comprehensive model of home/work stress, Frone et al. (1992)
noted that "there is evidence that mixed directional measures of WFC (work-family
conflict) ... primarily assess work to family conflict". This may be the case for the
measure used here, and the two factors identified here may not be directly comparable in
terms of their impact. Further work is needed to develop comprehensive, reliable and
validated measures quantifjing the relative impact of related aspects of work and home
life on the individual, to identif' the extent of the problem.
For doctors as for many other workers, the distinction between 'work' and 'home' time
may be less than clear. The mean length of working week ranged from 31 hours to 53
hours for the subjects in this sample, with time spent on call being additionaL The
necessity of taking work home, including keeping up with paperwork, reading to keep
up with advances in medicine, and constant availability to patients demands during time
spent 'on call', means that time spent at home is not necessarily one's own. The
increasing encroachment of work activities into time which is perceived as being for
oneself or for flimily is therefore a potential source of resentment and marital conflict for
many individuals, and this may especially be the case when the flimily unit includes very
young children whose demands are paramount. Since greater well-being is derived from
individuals' ability to be able to function effectively in both domains, and it is clear from
this rather exploratory study that the relationship between home and work is a definite
source of stress, it is important for employers to recognise the need for individuals to fit
the demands of work into a normal working day.
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CHAPTER 11:
Conclusions and Recommendations
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11.1 Introduction
Many studies have shown occupational stress to have a high cost to both individuals and
employers. This cost can be measured both in economic terms, for example by
absenteeism or poor work performance, and in personal terms considering the impact on
individual mental and physical health and well-being. In a society where individuals
place an increasingly high value on health and quality of life, the issue of occupational
stress has therefore become increasingly important over recent years.
The same medical professionals who are responsible for the health care of others are
also vulnerable to occupational stress, and the issue of 'who cares for the carers' is an
important one. The National Health Service in Scotland employed approximately three
and a half thousand GPs and two and a half thousand specialist consultants at the time
this study was carried out. The potentially great human and economic costs of
occupational stress in such a large workforce is therefore of much importance. However,
a medical career is also potentially very rewarding, and it is important to balance the
negative side of the doctor's role with consideration of the satisfactions and rewards in
working in medicine.
The present study sought to identiF,r
 work-related sources and levels of stressors, the
consequences or outcomes of such stressors, and factors affecting the experience of
stressors or stress outcomes in doctors working in Scotland. In order to examine the
effects of medical speciality and gender, the sample included roughly equal numbers of
males and females, and GPs and consultants.
The study was carried out using a cross-sectional questionnaire survey. Based on a
theoretically derived model of stressors, moderators or mediators, and stress outcomes
or sttains, the questionnaire incorporated both standardised and validated, widely used
measures of stress and satisfaction, and open ended categories, giving subjects the
opportunity to describe their own opinions and experiences. One particular aspect of
occupational stress, the interface between work and home life was studied in detail.
Although this aspect has previously been identified as a source of stress for both male
Chapter 11	 268
and female doctors, it has been discussed mainly with reference to females, although
there is evidence of increasing concern among male doctors regarding their required
levels of commitment to their job, perceived to be at the expense of family or personal
life (Allen 1994). Many studies considering the impact of work on home life for doctors
have also been rather anecdotal and atheoretical. In the present study, the interface
between home and work was discussed with reference to alternative theoretical models,
and in terms of the demographic and domestic characteristics of individual male and
female doctors. Links between age or life stage of the doctors in the present study, and
their perceived levels of stress and satisfaction were also established.
As in many professional occupations, women constitute a growing proportion of
working doctors, although they have not yet achieved panty with males in terms of job
levels, overall numbers, equity of pay, or in political representation at the highest levels
of the career hierarchy. Many previous studies of doctors have included females only in
small numbers, and have therefore been unable to draw firm conclusions in terms of
attitudes to their work or work roles. A major strength of this study was therefore the
ability of the sample to demonstrate clear gender differences in terms of many of the
study variables.
11.2 Main Conclusions from the Present Study
Levels of occupational stress for both GPs and consultants in the study were
generally lower, or did not differ sign/1cantly from population nonns on the
occupational stress scales of the OSI.
This was an unexpected finding, and contrary to the common perception of the doctor's
role as one of the most stressful in comparison with other occupations. Previous studies
of GPs (Sutherland and Cooper 1993) and Health Service workers in the UK (Rees and
Cooper 1992) carried out during approximately the same time period, had reported both
GPs and other health service workers to have generally higher stress scores than norms
using the same measure. it is therefore difficult to conclude that the lower stress scores
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found in the present study were affected by the lack of sensitivity of the OSI to medical
occupational stressors.
• Total levels ofjob satisfaction were not sign/Icantly d/'ferent from norms for either
GPs or consultants, but were sign/Icantly greater than for norms on some individual
job satisfaction subscales.
The expectation that doctors would have reduced job satisfaction in comparison with
individuals in other occupations is also not borne out by the present results. Using other
job satisfaction scales, (e.g. Warr, Cook, Wall 1979) GPs in particular have previously
been shown to report significantly less job satisfaction than norms (Sutherland and
Cooper 1993). The job satisfaction scores reported in the present study may reflect the
bias towards inclusion of greater numbers of females in the present sample than are
found in most other studies. Previous research has shown females to generally report
greater job satisfaction than males, and this was also the case for the female and male
doctors in this study, with both female GPs and female consultants reporting greater job
satisfaction than male GPs and male consultants respectively.
It may be that doctors in Scotland perceive their work to both less stressful and more
satisf'ing than their colleagues in the rest of the UK. The present study did consider
demographic factors for general practitioners, such as the type of practice, number of
partners etc. as potential variables, but found few significant differences in levels of
occupational stress between different types of practice, although male doctors in rural
areas did report greater job satisfaction. Scotland has been reported to offer improved
'quality of life' in comparison with many other parts of the UK, and this may be
responsible for a reduced perception of occupational stress and improved job
satisfaction, although the contribution of 'quality of life' to occupational stress or job
satisfaction would be very difficult to quantify.
• A sign/Icant relationship between occupational stress andjob satisfaction was found
in this study, with correlations generally being of a medium order, and in a negative
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direction, i.e. increased stress was associated with reduced job satisfaction
However, only a small amount of variance in job satisfaction (14%) was predicted
by the combined occupational stress subscales.
The negative association between occupational stress and job satisfaction found in the
present study confirms the relationship identified in many previous studies (e.g. Cooper
et al. 1989; Richardsen and Burke 1991; Ramirez et al. 1996). The small amount of
variance explained suggests that many other factors apart from occupational stressors
may be of importance in explaining job satisfaction. Such findings are by no means
atypical in stress research, and reflect the complex multivariate nature of the concept of
'stress'. Stable individual factors, such as personality which might predict reporting of
both occupational stress and job satisfaction were not' recorded in the present study.
Previous studies have shown that 'satisfactions' in home life (for example, marital
satisfaction, and overall life satisfaction) are significantly associated with job satisfaction,
and this was the case in the present study, with "domestic stress' and 'spouse conflict'
being negatively associated with job satisfaction.
• Levels of occupational stress were sign/1cantly higher for GPs than for consultants
on three out of six subscales. GPs found factors intrinsic to their job, their
managerial role, and the home/work interface to be greater sources of stress than
did consultants.
• GPs recorded sign/Icantly lower job satisfaction scores than consultants on three
out of five subscales. Consultants reported more satisfaction from achievement,
value, growth, the job itself, and organisational processes than GPs, although GPs
found personal relationships and organisational structure more satisfying.
These findings are of particular interest when considered in terms of the present
problems of morale and recruitment of doctors to general practice (Royal College of
General Practitioners 1996). Many structural changes have taken place within general
practice during the 1990's, leading commentators to suggest a feeling of devaluation of
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the skills of the GP and the general practice team. The findings of the current study
support this view, and therefore have implications for future recruitment of GPs.
. The GPs and consultants in the study varied slightly regarding personal and
demographic characteristics. The consultants tended to be older, work longer hours
and spent more time on call than GPs.
The age profile of the study sample was to be expected given the longer period of
training required to reach consultant grade than to achieve GP principal status. The
difference between specialities in terms of hours worked and time on call may be a
reflection of the wider range of external commitments held by consultants, and such
differences were maintained when doctors on part-time contracts were excluded from
analysis.
• When consultants were classified according to speciality type, sign/I cant dfferences
emerged regarding both levels and sources of occupational stress and job
satisfaction. Public Health/Community Specialists recorded highest levels of stress
and the lowest levels ofjol, satisfaction overall. Anaesthetists recorded the lowest
levels of stress, and Laboratory Specialists recorded the highest levels of job
satisfaction.
It is not unexpected that different medical specialities might be perceived as more or less
stressful in terms of their work characteristics. Specialities such as Public Health!
Community Medicine, Radiology and Anaesthetics, have previously been described as
having 'practitioner' status (Allen 1988; Elston 1991) and as being 'second class niches
into which women or ethnic minority doctors might be pushed' (Elston 1993). This
lower status may be an explanation for the higher levels of occupational stress in Public
HealthlCommunity Medicine found in the present study. An alternative explanation may
lie in the lack of managerial training given to individuals occupying such posts.
Alternatively, surgical specialities are perceived as more demanding, but also more
prestigious and intrinsically rewarding than many others. It might therefore have been
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expected that individuals in such specialities with a high degree of clinical commitment
and patient contact would experience the highest levels of occupational stress, and the
highest degree ofjob satisfaction, which was not the case in the present study. Although
Public Health/Community specialists recorded high stress and low satisfaction scores,
differences between speciality types did not otherwise reflect the pattern of 'high clinical
or patient commitment, high satisfaction' observed in other studies (Ramirez et at
1996). Results in the present study may have been affected by the balanced gender
composition of the sample, whereas most other studies comparing consultant specialities
have included predominantly male samples.
• Although males currently outnumber females in all types of medical speciality, some
specialities include a veiy low relative proportion of females in comparison with
others where numbers of males and females are more balanced An unexpected
finding of this study was that females in consultant specialities which traditionally
include a small proportion offemales reported lower levels of stress and greater job
satisfaction than females in specialities which include a higher proportion of
females.
It might have been expected that for female doctors in specialities where there are a veiy
small proportion of females, occupational stress may have been increased and job
satisfaction reduced by their minority or 'outsider' status, lack of role models, peer
support and experience of prejudice. This was not the case in the present study, with
females in such specialities reporting greater job satisfaction and less stress. This may
be because females in such specialities have reached consultant status by possessing or
developing 'stress-resistant' characteristics, because they are more readily accepted by
their male peers than female peers, or conversely may be a result of such women having
fewer domestic commitments and reduced role conflicts.
• Almost half of all female doctors in the study, and females in five out of the eight
consultant specialities perceivedfemale gender personality traits to be advantageous
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in medicine, whereas only an eighth of males perceived male gender personality
traits to be advantageous.
• Younger male doctors in particular were more likely to see current male domestic
and occupational stereotypes as negative.
Being female was seen by female doctors to be more frequently advantageous than
disadvantageous in the medical profession in terms of 'female' personality traits such as
empathy and sensitivity, but not in terms of female social occupational and domestic role
stereotypes or female physical gender characteristics. Male doctors, particularly those
in the younger age groups, tended to see male personality 'traits' such as
authoritarianism, paternalism and competitiveness, and male domestic role stereotypes
such as being the breadwinner, as disadvantageous, suggesting a dissatisfaction with
conventional male roles, both in the domestic and occupational settings for this group.
• The present study identified a negative linear relationship between age and
occupational stress, and a positive linear relationship between age and job
satisfaction, suggesting that doctors who were younger found their work more
stressful and less satisj5.'ing.
The present study found a linear relationship between both occupational stress and job
satisfaction and age of subjects. Two recent studies using measures of stress outcomes
(i.e. job satisfaction, mental health) have identified a 'U' shaped relationship with age
and suggested that both younger and older subjects experience higher levels of job
satisfaction and mental health than those in middle age ranges (Clark et al 1996; Borrill
et aL 1996). Also, previous studies of general practitioners have variously found both
older doctors (Cooper et al. 1989) and younger doctors (Winefleld and Anstey 1991) to
experience greater occupational stress. However the present study did not include very
young doctors, with the minimum age group of the sample in the present study (i.e. 26-
30 years) being older than those in other studies, reflecting the fact that subjects were at
the higher levels of their profession, i.e. GP principals or specialist consultants. It may
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also be the case that it is not age per Se, but life stage which is important in the
experience of occupational stress or job satisfaction. Although other studies have
considered occupational, structural, career, or educational factors which may influence
the experience of stress and satisfaction, demographic and personal factors such as
marital and parental status are often not taken into account. In the present study,
whereas age was found not to be directly related to 'work to home' stress, there was a
significant relationship between domestic role complexity and 'work to home' stress,
whereby subjects with young children under five recorded the highest scores in terms of
this aspect of occupational stress.
. There were clear gender differences in the demographic characteristics of males and
females in the sample. Female doctors in the study were sign/Icantly younger, more
likely to be single, and less likely to be parents than were males.
In her study of doctors and their careers, Allen (1988) noted that female doctors were
likely to need to compromise personal relationships in order to achieve career success,
and noted that flimily commitments were frequently perceived as barriers to career
progress by females, but not by male doctors. This finding was clearly supported by
results from the present study, whereby female GPs, and to a greater extent female
consultants were shown to be more likely than males to have single, non-parent status.
• Female doctors, and particularly those with young children, were found to work
sign /Icantly fewer hours than male doctors, and the female GPs worked
proportionally fewer hours than female consultants, being more likely to have part-
time contracts.
Studies in the USA have also noted that, in dual career relationships, females are
significantly more likely to compromise work hours, and career progress to fulfil
domestic or parenting demands than are males (Nadelson et al 1979; Grant et aL 1990).
The same pattern was observed in the present study, with females being less likely to be
married/cohabiting, or to have children, and likely to work fewer hours and spend less
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time on call than their male colleagues. As noted above, female domestic stereotypes
tended to be noted by females as being disadvantageous in medicine, whereas male
domestic stereotypes were more frequently noted as advantageous than
disadvantageous by males. Similarly, female doctors with increased role complexity, and
particularly those with very young children in the present study were found to spend
significantly fewer hours working or on call, and longer hours on domestic work than
males with similar levels of domestic role complexity, whereas there was no impact of
role complexity on the work hours of male doctors. Female doctors also expressed
significantly less satisfliction with their spouse's contribution to domestic arrangements
than males.
• For both female and male doctors, increasing domestic role complexity was related
to increased occupational stress in terms of intrinsic job factors (e.g. number and
breadth of work tasks) and the home/work interface, and also to domestic stress.
However, there was no sign/Icant relationship between role complexity and job
satisfaction.
The present study adopted a theoretical approach to the study of the relationship
between occupational stress and home life. Although increased 'role complexity' or
multiple roles were shown to be significantly related to increased occupational stress on
two subscales, there was no significant relationship between role complexity and job
satisfaction, and it was of particular interest in this study that a significant gender effect
was found in terms of the impact of role complexity on occupational stress on only one
subscale. For both male and female doctors, those with young children under 5 (i.e.
greatest role complexity) had the highest levels of stress in the interface between home
and work.
• When stress in the home /work interface was characterised by its impact from either
'work to home' or from 'home to work', increasing domestic role complexity was
found to be sign/Icantly related to 'work to home' stress but not to 'home to work'
stress, with no gender difference in this effect.
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The theory of asymmetric permeability of roles, i.e. that 'home to work' stress would be
greater than 'work to home' stress was also investigated, and confirmed in the present
study. Results confirmed findings in other studies (Frone et al. 1992a, 1992b), revealing
no significant gender difference in terms of the relative impact of 'home to work' and
'work to home' stress.
Overall coping efficacy was positively associated with job satisfaction and
negatively associated with occupational stress for both male andfemale GPs.
. There were significant differences in the types of coping strategies (coping styles)
used by male and female GPs. Females reported greater use of social support,
whereas males reported greater use of emotion focused and avoidance coping.
Coping behaviour has been shown in other studies to be an important intervening
variable in the relationship between occupational stress and job satisfkction, and gender
differences in the use of coping strategies and styles have been identified. It was of
interest in the present study to note female GPs' proportionately greater use of social
support and male GPs' greater use of avoidance coping (e.g. smoking, alcohol use),
which confirms findings of previous studies (Vingerhoets and Van Heck 1990; Myerson
1992). Although some coping strategies maybe identified as 'maladaptive', they may be
adaptive in coping with short term or acute stressors, or in situations where the stressor
is perceived as not amenable to change by the individual concerned.
In terms of intervention to improve coping skills, it is important not only to be able to
identifr what strategies are used, but also to identif,' the perceived efficacy of these
strategies. Unfortunately in the present study, no information was recorded as to the
perceived efficacy of individual coping strategies, and this important aspect of
measurement of coping should be included in future research studies. Although it could
be argued that strategies used most frequently are those which are judged most useful in
providing relief from distress, this is not necessarily the case (Newton 1989).
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11.3 Methodological Problems and Su ggestions for Future Research
The academic study of occupational stress is fraught with methodological difficulties,
beginning with the many available definitions of 'stress'. The present study addressed
some of these methodological problems by adopting a predetermined and proven
theoretical model, and identiFjing and addressing previous inadequacies within this
modeL This achieved a comprehensive review of 'stressors', i.e. sources and levels of
stress, using standardised and validated, widely applied measures, together with
subjective self report data, and a consideration of the relationship of overall occupational
and domestic workload to stress and satisfaction.
However, there were some limitations to the present study. Although the intervening
variables of gender, medical speciality, age, and personal and occupational
characteristics were considered, and frameworks were developed for the discussion of
some possible mediators/moderators of stress, other potential intervening variables,
particularly dispositional factors such as personality or positive or negative affect were
not investigated in the present study. Recent studies in the stress field have indicated the
value of controlling for such factors across measures of stressors and strains (Deary et
aL 1996), and this approach would be adopted in future studies of stress in medical
professionals.
The main outcome variable employed in the study was job satisfaction, measured using
validated scales, and global self report items. Although the present study did not intend
to construct a complete transactionist model of stress, those analyses which were
carried out explained a relatively small proportion of variance in stressors or strains
using only job satisfaction as a possible outcome of stress, and a future study might more
profitably consider a range of potential outcomes and responses to stressors, including
not only mental or physical health outcomes, but also considering emotional responses to
stressors such as anger or alienation. As with many other studies, the present research
has also tended to focus on negative responses to stress, whereas positive or adaptive
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responses to stressors may also be usefully studied and highlight factors which enable
individuals to cope successfully with stress.
The search for 'causes' of occupational stress and strains in the psychological tradition
centres on factors within the individual which affect appraisal of events as stressful, or
on individual responses to such events. However it is argued that such an approach can
be enhanced by consideration of the interrelationship between socially determined
conditions and subjective experience (Handy 1988). In addition to the study of the
individual experience of 'stress', the present study therefore also aimed to include a
psychosocial perspective, examining the impact of stressors existing within occupational
and domestic structures in society. Adopting this perspective acknowledges the
responsibility of organisational and social structures and shifts the onus for adaptation to
change away from the individual. In this sense, the 'monomethod' self-report
questionnaire methodology adopted in this study, as in the majority of such studies may
have been insufficient to explain much of the variance in 'stress'. As suggested by Cox
and Ferguson (1994), future studies should adopt both subjective and objective
perspectives, using both individual, social structural, and environmental measures and a
range of methodologies to obtain more complete explanations of 'stress'.
The impact of the home/work interface in terms of occupational stress was studied in
the present study using a short scale taken from the OST, and considering the relationship
of this scale to domestic and personal demographic variables. This is an important area
of stress research, which is becoming more relevant with changes in the structure and
organisation of work and family life. However, a range of potential variables in the
home/work interface remain to be addressed, including assessment of the relative value
and investment placed on home and work factors by individuals, both male and female,
and the possibility of change over time in this relationship. Further development,
validation and standardisation of a measure to evaluate the relationship between home
and work including the degree and directionality of hnpact of stressors and satisfactions
in both domains would provide a useful tool in the future assessment in this area.
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Recent calls to change the 24 hour commitment of GPs to patient care has led to the
development of 'out of hours' co-operatives in Scotland, and more recently the
provision of Accident and Emergency 'trauma' centres as a source of self-referral for
patients. The impact of such services on the relationship between doctors' occupational
demands and the family life of general practitioners would also form a vely interesting
future area of study.
11.4 Implications of the Research for Doctors Patients and the National Health
Service.
There is evidence that doctors are particularly vulnerable to mental strain linked to
occupational stress. However, the nature of medical work tends to mitigate against
seeking treatment, with individuals tending to self treat or delay in seeking help or
support. Who cares for the carers is important, and recent initiatives to support doctors
suffering from stress, such as the BMA's telephone counseffing service, are to be
welcomed (BMA 1996). Structured long term monitoring of the physical and
psychological health of doctors would also insure against the loss to the health service of
individual doctors through mental or physical ill-health or early retirement.
The identification of areas of medical work which are most stressful for doctors, should
enable future resources to be more effectively targeted both at the level of the GP
practice or Consultant department, and by NHS management, with the aim of reducing
such sources of stress in the future. For example, time pressure, noted as a source of
stress by a large proportion of GPs and consultants has been shown to improve
following introduction of longer appointment booking intervals, which are also preferred
by patients (Wilson et al. 1991).
The present study also identified particular areas ofjob satisfaction for male and female
doctors. Relationships with patients was mentioned as the main source of satisfaction for
GPs, and was high on the list for consultants. However, it was also noted that some male
doctors were dissatisfied with their 'male stereotypical' ways of communicating with
patients whereas females felt that female stereotypical qualities were of benefit in their
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medical role. Future initiatives to foster mutual doctor-patient communication perhaps
including training for male doctors in the 'female' skills of empathy and understanding
might therefore be encouraged as contributing to the future well-being of both patients
and doctors.
The finding that doctors in Public Health and Community Medicine specialities recorded
the highest levels of occupational stress and least job satisfaction among consultants has
particular relevance in the light of criticisms of the handling of the recent E Coli
outbreak in Scotland. The present study suggests that managers should consider both
more specialised recruitment, and improved training in managerial skills for individuals
already occupying such posts, together with support for improvement in their skills or
resources for coping with stressors. There is also deflnitely a need for training of
doctors at undergraduate level in aspects of business or management skills and time
management, together with training in the development of personal skills for handling
stress.
The present study also enabled identification of groups of doctors who were likely to be
subject to stress at certain stages in their career, in particular those who were younger,
male, and parents of young children. Although opportunities currently exist in general
practice and in some areas of hospital medicine enabling part-time working, further
support for such opportunities, and a cultural attitudinal change towards the
acceptability of taking 'time out' for both male and female doctors is also required. In
an ageing population, time out for caring for elderly relatives may also be a requirement
for both male and female doctors in the future. Although paternity leave is rare in the
current economic and social climate, reduced polarisation of the occupational and
domestic roles of male and female doctors may lead to more equitable future provision
of more 'time out' for doctors of both sexes, enabling them to cope more effectively
with the combined stressors of work and home.
Changes in the ethos of the NTIS, from a clinically driven to a managerially driven
service have been criticised throughout the medical profession. The results of this study
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indicated that the imposition of structural change in an organisation such as the NTIS has
been an additional source of managerial stress for doctors with an already heavy
workload. Although general awareness of the consequences of occupational stress in
both employers and employees has undoubtedly increased in recent years, with some
employers adopting measures to reduce stress in the workplace by offering stress
management and counselling services, there is little evidence that the morale in health
service employees has improved since this present study was carried out. The long-term
value of organisational 'stress management' schemes and counselling services in
achieving the aim of reducing occupational stress is also called into question (handy
1988; Briner and Reynolds 1993). In this sense the lindings of the present study
reinforce the view that it would benefit both doctors and patients within the NTIS if
future change was perceived as flexible and 'evidence based' rather than initiated on
political or ideological grounds, and open to consultation rather than imposed.
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APPENDIX I:
Introductory Letters
Forth Valley GP Research Group
Department of Psychology, University of Stirling, Stirling FK9 4LA, Scotland
Tel: Stirling (01786) 473171 (Ext. 7685) or Stirling 467685 (Direct Line)
APPENDIX I
A. Letter to all Female GPs and Consultants:
DearDoctor .........
Job Satisfaction, Occupational Stress and Role Conflict in Women Doctors in
Scotland
I am writing on behalf of the Forth Valley General Practice Research Group to ask
for your assistance in a large scale study of Job Satisfaction, Occupational Stress
and Role Conflict in Women Doctors in Scotland.
Research has confirmed that many doctors experience a high degree of stress
because of the veiy demanding nature of their profession. Studies of the careers of
women in medicine also show that overall numbers of women in career grades are
increasing, and sources and experience ofjob stress and job satisfaction may be
different from that of their male colleagues.
This study therefore aims to study these issues with 2 groups of women doctors,
General Practitioners and Consultants, from all Health Board areas in Scotland.
A questionnaire is enclosed with this letter which I would be very grateful if you
could complete and return to me in the envelope provided. No stamp is necessary.
I must stress that your reply will be completely anonymous and confidential. The
questionnaire does not include any reference to your name, address, or Health
Board area.
If you would like a copy of the results of this research, please complete the enclosed
post card and return it separately to the above address.
In the light of current changes in the Health Service, I hope that this research will be
a relevant indicator of the position of women working in medicine in Scotland. We
will therefore be very grateful for your assistance in completing this questionnaire.
Yours sincerely
Research Administrator 	 Chairperson
Forth Valley GP Research Group	 Forth Valley GP Research Group
Forth Valley GP Research Group
Department of Psychology, University of Stirling, Stirling FK9 4LA, Scotland
Tel: Stirling (01786) 473171 (Ext. 7685) or Stirling 467685 (Direct Line)
B. Letter to all Male GPs and Consultants:
Dear Doctor .........
Job Satisfaction, Occupational Stress and Role Conflict in Doctors in Scotland
Over the past few months we have been carrying out a study of stress in women
doctors in Scotland, on behalf ofthe Forth Valley GP Research Group. A
questionnaire was sent to a sample of women GPs and Consultants from each Health
Board in Scotland.
There was a good response to these questionnaires, and analysis of the results is
currently underway. Interesting differences are emerging between the groups of
women doctors as to what aspects of their job they find most stressful, and the
interaction between work and home life. The research group members believe so
strongly that the issue of stress needs proper evaluation at this time that they have
funded this research personally (not from any outside grant).
In order to make this a comprehensive study, the Group have now decided to ask a
sample of male doctors (GPs and Consultants) to answer the same questions.
We appreciate that this is yet another call on your time, but hope that the results will
make a comprehensive and major contribution to current debate.
I must stress that your reply will be completely anonymous and confidential.
The questionnaire does not include any reference to your name, address, or Health
Board area or other identifier.
You have been selected to make up a random sample. Since there is a complete
guarantee of anonymity, we are completely dependent upon your goodwill to obtain
a good response, equivalent to that of the women doctors.
We are very grateful for your assistance in completing the enclosed questionnaire.
It should be returned in the FREEPOST envelope provided. No stamp is necessary.
If you would like a copy of the results of this research, please complete the enclosed
post card and return it separately to the above address.
Yours sincerely
Research Admhiistrator	 Chairperson
Forth Valley GP Research Group
	
Forth Valley GP Research Group
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APPENDIX II:
Questionnaire
Questionnaire
Forth Valley GP Research Group
Department of Psychology, University of Stirling, Stirling FK9 4LA, Scotland
Tel: Stirling (01786) 473171 (Ext. 7685) or Stirling 467685 (Direct Line)
Job Satisfaction, Sources of Occupational Stress and Role Conflict in
Doctors in Scotland
General Practitioner Questionnaire
Consultant Questionnaire
All information given will be anonymous and completely confidential.
Please read carefully and give the answers which best apply to you.
Please return completed questionnaire to Mrs V Swanson at the above
address, in the envelope provided.
Occupational Stress Indicator Items c. 1988 Cooper, Sloan and Williams.
Reproduced by permission of the publisher ASE, a division of NFER-Nelson
Publishing Company Ltd., Darville House, 2, Oxford Rd. East, Windsor, Berkshire,
SL4 1DF. All Rights Reserved.
Questionnaire	 U
Pkase answer all questions as indicatecL
1. Age 26-30 0	 3 1-35 0
	
41-45 0
	
46-50 0
	
56-60 0
	
61-65 0
2. Current Marital	 Status
36-40 0
51-55 0
over 65 0
Single	 0	 Married /cohabiting 0
Separated 0
	
Divorced 0
	
Widowed	 0
3.	 Job Title and Qual/Ications
(i) a. Job title (Main post)
b. Otherpost(s)
(Please answer following Q's with respect to your main post)
(ii) QualfIcations - a. Medical ..................................................................
b. Other
(iii) Length of time in current (main) post ..................................................
(iv) Total no. of years practising medicine (since qua1iljing) ..................
(v) Have you had any CAREER BREAKS?	 YES 0 NO 0
IF YES..
Number and length of any career breaks, and reasons, e.g. choice, illness, etc.
1 from..........................to
	
...............reason ...........................................
2 from..........................to	 ...............reason ...........................................
3 from..........................to	 ...............reason ...........................................
4 from..........................to	 ...............reason ...........................................
Questionnaire	 ill
4.	 Hours Worked Per Week
(i) Is your NHS contract officially:
Full time (over 26 hours) 0
	 19-26 hours 0
	 <19 hours 0
with no limitation	 per week	 per week
in commitment
(ii) Are you employed on a JOB SHARE basis?	 YES 0	 NO 0
(iii) How many hours in total do you actually work in your job(s) per week
(Include on call daytime, exclude on call evenings, weekends)
(iv) Out of hours on call (j)lease specif' on call commitment)
5.	 Details of Practice
(i)
(a) Total no. of PARTNERS (include yourself)
(b) Total no. of FEMALE (M4LE) partners (include yourself)
(c) No. of ASSISTANTS and / or TRAINEES
(ii)	 Practice type:
(a) Group 0
	 Single handed 0
(b) Rural 0
	 Urban 0 Suburban 0 City Centre 0
(iii) (a) Size of PARTNERSIII1 PRACTICE LIST
(b) Size of your own HEALTH BOARD LIST
(c) Estimate of your PERSONAL LIST if different
(iv) No. of patients for whom practice receives
DEPRiVATION ALLOWANCE
Questionnaire	 iv
Question 5 above applicable to GPs only - Alternative for Consultants as follows:
4.	 How many other Consultants do you share on call with?
5.	 Department / Speciality 	 ...................................................................
6.	 Other Work Commitments (tick as appropriate)
YES	 NO
(i) All...
Hospital Committees 	 0
	
0
Health Board Committees	 0
	
0
Chairman of Division Committee	 0
	
0
Voluntary Bodies	 0
	
0
BMA / LMC	 0
	
0
Research Work	 0
	
0
Lecturing	 0
	
0
Industry	 0
	
0
GPs only...
Clinical Assistant / Hospital Work 	 0
	
0
Medical Exam Boards	 0
	
0
(ii) Others (specify) ...........................................................................................
7.	 (If no spouse I partner, go to Q 8)
(i) Is your spouse / partner in paid employment?
	
YES 0
	
NO 0
If YES, Give Spouse / Partners Occupation
(ii) Howmany hours per week on average does ................................................
your spouse / partner work in his / her job?
(iii) Howmany hours is he / she on call / standby? .............................................
(If applicable)
Questionnaire
8	 (i)	 Do you have any children?	 YES 0	 NOD
(If NO, go to Q 9)
(iii	 Number of children
(iii) Age(s)
(iv) Number of children living at home
(v) How satisfied are you with your childcare arrangements overall?
Extremely 0 Very 0 Satisfied 0 Not very 0
	 Very 0
Satisfied	 Satisfied	 Satisfied	 Dissatisfied
Or.. Not applicable 0
9.	 Other Dependents
(i) Do you have elderly (dependent) relatives / friends living with you?
YESD NOD
(ii) If YES...,
How satisfied are you with their care arrangements overall?
Extremely 0 Very 0 Satisfied 0 Not very 0 Very 0
Satisfied	 Satisfied	 Satisfied	 Dissatisfied
10. Domestic Work
(i) Do you have domestic help at home ?YES 0
	
NO 0
(ii) Howmany hours per DAY do you yourself ................................
spend on housework and / or childcare?
(iii) How satisfied are you with your spouse / partner's contribution to
housework? (If no Spouse / Partner, go to Q.l 1)
Extremely 0 Very 0 Satisfied 0 Not very 0 Very 0
Satisfied	 Satisfied	 Satisfied	 Dissatisfied
(iv) How satisfied are you with your spouse / partner's contribution to
childcare?
V
Extremely 0 Very 0 Satisfied 0 Not very 0 Very 0
Satisfied	 Satisfied	 Satisfied	 Dissatisfied
Questionnaire	 vi
11. Are you satisfied with the amount of time you have for yourself! leisure?
Extremely 0 Veiy 0 Satisfied 0 Not very 0	 Very 0
Satisfied	 Satisfied	 Satisfied	 Dissatisfied
12. How satisfied are you with your current (main) job?
Extremely 0 Very 0 Satisfied 0 Not very 0	 Very 0
Satisfied	 Satisfied	 Satisfied	 Dissatisfied
13.	 How satisfied are you with your overall career plan?
Extremely 0 Very 0 Satisfied 0 Not very 0	 Very 0
Satisfied	 Satisfied	 Satisfied	 Dissatisfied
14. How satisfied are you with your level ofpay?
Extremely 0 Very 0 Satisfied 0 Not very 0 Very 0
Satisfied	 Satisfied	 Satisfied	 Dissatisfied
15.	 What are the main sources of satisfaction for you inyourjob?
Please list in order of importance
1	 ...................................................................................................
2	 ...................................................................................................
3	 ...................................................................................................
4	 ...................................................................................................
5	 ...................................................................................................
16. (i)	 How supportive is your spouse !partner ofyour job demands?
(If no spouse / partner, go to Q 17.)
Extremely 0 Very 0 Quite 0 Not very 0 Not at all 0
Supportive	 Supportive Supportive Supportive	 Supportive
(ii) Does your job cause conflict with your spouse !partner?
YESO NOD
IfYES,inwhatway?
Questionnaire	 VII
17. How generally stressful is your current job?
Extremely 0 Very 0 Quite 0 Not very 0 	 Notatall 0
Stressful	 Stressflul Stressful 	 Stressful
	 Stressfiil
18.	 What do you feel are the main sources of stress inyourjob?
Please list in order of importance:
1	 ...................................................................................................
2	 ...................................................................................................
3	 ...................................................................................................
4	 ...................................................................................................
19. How stressful is your home/family 4fe?
Notatall 0
Stressful
Extremely 0 Very 0 Quite 0 Not very 0
Stressful	 Stressful Stressful	 Stressful
20. (GPs only)
How stressful do you find night visits?
Extremely 0 Very 0 Quite 0 Not very 0
Stressful	 Stressful Stressful	 Stressful
21. Have you ever experienced sexual harassment at work?
YESO NOD
Notatall 0
Stressful
Questionnaire	 viii
	
22.	 (i)	 How well do you feel you cope with stress in general?
Extremely 0 Very 0 Quite 0 Not very 0 	 Not at all 0
Well	 Well	 Well	 Well	 Well
	
(ii)	 What strategies do you use to cope with stress at work?
Please list in order ofiniportance:
	
1	 ...................................................................................................
	
2	 ...................................................................................................
	
3	 ...................................................................................................
And at home?
	
1	 ...................................................................................................
	
2	 ...................................................................................................
	
3	 ...................................................................................................
23. Have recent changes in the Health Service affected your day to day job?
YESD NOD
LfYES, inwhat way?
	
1	 ...................................................................................................
	
2	 ...................................................................................................
	
3	 ...................................................................................................
	
4	 ...................................................................................................
	
5	 ...................................................................................................
	24.	 What are the main advantages / disadvantages of being afemale (male) in
medicine?
advantages	 disadvantages
	
1	 ............................................1 	 ....................................................
	
2	 .............................................2 	 ....................................................
	
3	 ............................................3 	 ......................................................
Questionnaire	 ix
25. Do you think women (male) doctors in general practice experience more or
less stress in their work than male colleagues?
More stress 0	 The same stress 0 Less stress 0
26. Do you think women (male) doctors in hospital medicine experience more or
less stress in their work than male colleagues?
More stress 0	 The same stress 0 Less stress 0
27. Role Conflict / Overload: Your Job
Please mark the line as indicated to show how these descriptors apply to you in
respect of your work.
Example
Happy______________________/__________________ Unhappy
1. Disorganised
2. Assertive
3. Taken for granted
4. Strong
5. Lack control
6. Active
7. Hassled
8. Aggressive
9. Underused
10.Satisfied
Organised
Unassertive
Valued
Weak
In control
Passive
Calm
Compliant
Overloaded
Dissatisfied
Questionnaire	 x
28. Role Conflict / Overload: Your Home Ljfe
Please mark the line as indicated to show how these descriptors apply to you in
respect of your home life.
Example
Happy
1. Disorganised
2. Assertive
3. Taken for granted
4. Strong
5. Lack control
6. Active
7. Hassled
8. Aggressive
9. Underused
10. Satisfied
/
	
Unhappy
Organised
Unassertive
Valued
Weak
In control
Passive
Calm
Compliant
Overloaded
Dissatisfied
Questionnaire	 xi
The following 2 questionnaires have been standardised in previous research with doctors
and other occupational groups. Please answer the questions as they apply to your own
situation.
29. JOB SATISFACTION QUESTIONNAIRE:
"How You FeelAbout Your Job"
This questionnaire is concerned with the extent to which you feel satisfied or dissatisfied
with your job. Rate the items against the satisfaction / dissatisfaction scale provided, by
putting a circle around the relevant number.
	
6	 Very much satisfaction	 5 Much satisfaction	 4 Some satisfaction
	
3	 Some dissatisfaction	 2 Much dissatisfaction 1 Very much dissatisfactinn-
	1
	
Communication and the way information flows around
	 6 5 4 3 2 1
your organisation
	
2
	
The relationships you have with other people at work
	 6 5 4 3 2 1
	
3
	
The feeling you have about the way you and your 	 654321
efforts are valued
	
4
	
The actual job itself	 654321
	
5	 The degree to which you feel 'motivated' by your job 	 654321
	
6	 Current career opportunities 	 654321
	
7
	
The level ofjob security in your job	 654321
	
8	 The extent to which you may identilr with the public 	 654321
image or goals of your organisation
	
9	 The style of supervision your superiors use 	 654321
10	 The way changes and innovations are implemented 	 654321
11	 The kind of work that you are required to perform 	 654321
12	 The degree to which you feel that you can personally 	 654321
develop or grow
13	 The way in which conflicts are resolved in your workplace 6 5 4 3 2 1
14	 The scope your job provides to help you achieve your
	 6 5 4 3 2 1
aspirations and ambitions
Questionnaire	 xii
"How you feel about your job" (Contd../)
6 Very much satisfaction	 5 Much satisfaction 	 4 Some satisfaction
3 Some dissatisfaction 	 2 Much dissatisfaction 1 Very much dissatisfaction
15	 The amount of participation you are given in important
	 6 5 4 3 2 1
decision making
16	 The degree to which your job taps the range of skills
which you feel you possess
17	 The amount of flexibility and freedom you feel you have
in your job
18	 The psychological 'feel' or climate that dominates your
organisation
19	 Your level of salary relative to your experience
20	 The design or shape of your organisation's structure
21	 The amount of work you are given to do, whether too
much or too little
22 The degree to which you feel extended in your job
654321
654321
654321
6 5 4 3 2 1
654321
654321
654321
(Turntonextpage ...................................................)
12
3
10
11
12
13
14
Questionnaire	 xiii
30. OCCUPATIONAL STRESS QUESTIONNAIRE:
"Sources of Pressure in Your Job"
The items below are all potential sources of pressure. Please rate them in terms of the
degree of pressure you perceive each may place on you, by putting a circle around the
relevant number.
6 Very definitely is a source 5 Definitely is a source 4 Generally is a source
3 Generally is not a source 2 Definitely is not a source
1 Very definitely is not a source
4
5
6
7
8
9
15
Having far too much work to do
Lack of power and influence
Overpromotion - being promoted beyond my level of
ability
Not having enough work to do
Managing or supervising the work of other people
Coping with office politics
Taking my work home
Rate of pay (including perks and fringe benefits)
Personal beliefs conflicting with those of the
organisation
Underpromotion - working at a level below my ability
Inadequate guidance and back-up from superiors
Lack of consultation and communication
Not being able to 'switch oft' at home
Keeing up with new techniques, ideas,
technology or innovations or new challenges
Ambiguity in the nature of the job
654321
654321
654321
654321
654321
654321
654321
654321
654321
654321
654321
654321
654321
654321
654321
(Continued over the page ...........................)
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18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
Questionnaire	 xiv
"Sources of Pressure in Your Job" (con td..../)
6 Very definitely is a source 5 Definitely is a source 4 Generally is a source
3 Generally is not a source 2 Definitely is not a source
1 Very definitely is not a source
16 Inadequate or poor quality of training / management
development
Attending meetings
Lack of social support by people at work
My spouse's attitude towards my job and career
Having to work very long hours
Conflicting job tasks and demands in the role I play
Covert discrimination and favouritism
Mundane administrative tasks or 'paperwork'
Inability to delegate
Threat of impending redundancy or early retirement
Feeling isolated
A lack of encouragement from superiors
Staff shortage and unsettling turnover rates
Demands my work makes on my relationship with my
spouse I children
Being undervalued
Having to take risks
Changing jobs to progress with career
Too much or too little variety in work
Working with those of the opposite sex
654321
654321
654321
654321
654321
6 5 4 3 2 1
654321
654321
654321
654321
654321
654321
654321
654321
654321
654321
654321
654321
654321
(Continued over the page ...........................)
Questionnaire	 xv
"Sources of Pressure in Your Job" (contd..../)
6 Very definitely is a source 5 Definitely is a source 4 Generally is a source
3 Generally is not a source 2 Definitely is not a source
1 Very definitely is not a source
35	 Inadequate feedback about my own performance	 6 5 4 3 2 1
36	 Business travel and having to live in hotels 	 6 5 4 3 2 1
37	 Misuse of time by other people	 6 5 4 3 2 1
38	 Simply being seen as 'the boss'	 6 5 4 3 2 1
39	 Unclear promotion prospects	 6 5 4 3 2 1
40	 The accumulative effects of minor tasks	 6 5 4 3 2 1
41	 Absence of emotional support from others outside work 6 5 4 3 2 1
42	 Insufficient finance or resources to work with 	 6 5 4 3 2 1
43	 Demands that work makes on my private / social life 	 6 5 4 3 2 1
44	 Changes in the way you are asked to do your job	 6 5 4 3 2 1
45	 Simply being 'visible' or available 	 6 5 4 3 2 1
46	 Lack of practical support from others outside work 	 6 5 4 3 2 1
47	 Factors not under your direct control	 6 5 4 3 2 1
48	 Sharing of work and responsibility evenly 	 6 5 4 3 2 1
49	 Home life with a partner who is also pursuing a career 	 6 5 4 3 2 1
50	 Dealing with ambiguous or delicate situations 	 6 5 4 3 2 1
51	 Having to adopt a negative role	 6 5 4 3 2 1
52	 An absence of any potential career advancement
	
6 5 4 3 2 1
53	 Morale and organisational climate	 6 5 4 3 2 1
(Continued over the page ...........................)
54
55
56
57
58
59
60
61
Questionnaire	 xvi
"Sources of Pressure in Your Job" (con td...../)
6 Very definitely is a source 5 Definitely is a source 4 Generally is a source
3 Generally is not a source 2 Definitely is not a source
1 Very definitely is not a source
Attaining your own personal levels of performance
Making important decisions
'Personality' clashes with others
Implications of the mistakes you make
Opportunities for personal development
Absence of stability or dependability in home life
Pursuing a career at the expense of home life
Characteristics of the organisations stmcture and design
654321
654321
654321
654321
654321
6 5 4 3 2 1
654321
654321
Thank you very much for your help in completing this questionnaire
